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WE all enjoy feelings of pride and satisfaction when new advances on the 

scientific side of medicine are announced. This is quite as it should be. 
Canadian medicine has played a creditable role in this drama, beginning with 
the discovery of Insulin and including the recent contribution of our scientists 
to the development of poliomyelitis vaccine. However, enjoyment of these 
triumphs should not be allowed to deflect our attention from another side of 
our professional work which is the search for better ways of bringing the full 
resources of modern medicine to the support and comfort of our fellow citizens. 
This is of great importance. It must have been with such thoughts as these 
in mind that your program committee proposed a discussion of the integration 
of preventive medicine into medical practice because its full accomplishment 
could be one of the important developments of our time. Certainly it would 
have a far-reaching effect on general practice. 

Possibly the soundest method of approach is that of re-examining and, if 
necessary, redefining the terms commonly used in discussing these matters. In 
medical writings there is ample evidence of confusion resulting from a lack of 
understanding or agreement as to the meaning of such presumably well under- 
stood terms as “medicine”, “preventive medicine” and “public health”. You 
will find that a reappraisal of the significance of these terms and their inter- 
relationships will make it clear that preventive medicine has a valuable, 
in fact, an indispensable part to play in sound practice. 

First of all, let us be clear about the word “medicine” as used in the expres- 
sion “practice of medicine”. You might think there should not be any mis- 
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understanding here but a reference to four medical dictionaries reveals the 
fact that in only one of them is the idea of prevention incorporated in the main 
definition. Surely in this day and age we understand that “medicine” is an 
all-inclusive term which encompasses the whole body of knowledge and practice 
on which our profession is founded, including the important concept of pre- 
vention. It identifies that part of biological science which is directed to the 
attainment and maintenance of optimum physical, mental and emotional health. 
The founders of the World Medical Association certainly had this in mind 
when they stated that their objective was “to assist all peoples of the world to 
attain the highest possible level of health”. Let us never accept any lesser 
objective. To do so would be to fail the great men who have gone before us. 

If we accept medicine as the all-embracing word, then what of “preventive 
medicine”? There is no difficulty about its general meaning. It is simply an 
honouring of the old adage that an ounce of prevention is worth a pound of 
cure. Our present uncertainty about this term springs from its use as an 
equivalent for “public health”. This is only too evident in medical literature, 
even in the writings of experts. One receives the impression that there is no 
consensus of opinion as to the practical differentiation of the terms. In the 
face of this it is not surprising that some medical practitioners are in doubt 
as to their role in relation to preventive medicine, especially if it really does 
mean the same thing as public health, which they have reason to regard as the 
business of health departments. 

Preventive medicine has emerged and developed within the framework of 
medicine. Speculation about the prevention of disease has gone on for 
centuries. Long before the advent of modern science, gifted physicians looked 
beyond the day-to-day job of caring for the sick. As a result of observation 
and deduction they postulated the existence of external agents capable of 
transmitting disease. Just over one hundred years ago (1854) Dr. John Snow 
removed the handle of the Broad Street pump in London to stop an epidemic 
of cholera. This was before Pasteur provided microscopic evidence of the 
reasonableness of this novel proposal. The continuing application of the 
concept of prevention through the years has resulted in the accumulation of 
a steadily growing body of knowledge. With the exception of Jenner's brilliant 
work, modern specific preventive medicine did not appear until the bacteriolo- 
gists and immunologists of the late nineteenth and early twentieth centuries 
had made their contributions of vaccines, sera and toxoids. 

Throughout this development the control of infectious disease has been the 
main concern. More recently, however, the area of interest has broadened to 
include what some would call clinical preventive medicine. In modern text- 
books may be found sections on the application of the concept of prevention 
to such conditions as malnutrition, obesity and diabetes, cancer and heart 
disease. This is a recognition of the fact that these disorders have superseded 
the infectious diseases in importance, a triumph for preventive medicine. 

As a parallel development we have seen the gradual emergence of the 
specialty of medicine which we call public health. It is based on preventive 
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medicine but includes procedures which are drawn from other disciplines as 
well. The American Public Health Association has said that “public health 
practice is the application of medical, social and allied disciplines to an 
organized community activity designed primarily to protect and advance the 
health of the people”. The key word in this definition is “community”. It serves 
to differentiate public health from clinical medicine and from preventive 
medicine which are directed to the individual or the family. Another important 
factor to consider in defining public health is legislation reflecting the wishes 
of governments. One might almost say that public health is whatever govern- 
ments, at any level, choose to do for the protection of the health of the people. 
The introduction of the Public Health Act in Britain in 1848 was an important 
event. It gave legal sanction to the idea that official agencies have a responsi- 
bility to apply preventive medicine for the benefit of the community. In 
Canada at the present time the influence of legislation on the content of public 
health is very apparent. It differs from one part of the country to another and 
is dependent to some extent on the level of government involved. 

Recognition of public health as a specialty of medicine is confirmed by the 
fact that postgraduate schools have come into being for the training of medical 
health officers, nurses, dental and veterinary public health officers, sanitary 
engineers and other essential personnel. In addition, the special training and 
vocation of health officers have been recognized by the Royal College of 
Physicians and Surgeons of Canada through the granting of certification in 
public health under the grouping of medicine. 


Preventive Medicine in the practice of Medicine 


The important point for us to keep in mind is this: although preventive 
medicine has given rise to public health and provided it with much of its 
substance, preventive medicine has not disappeared in the process. Since it is 
a permeating concept or approach to medical problems, or even if you will, 
a state of mind, it is bound to crop up in most departments of medicine. It is 
exemplified in the work of the obstetricians and paediatricians who try to 
protect the foetus and the child by anticipating trouble and employing pro- 
tective measures. Surely we must recognize that great benefits have resulted 
from the application of the concept of prevention, not only through the 
specialty of public health but also through clinical medicine and that all of us 
in the medical profession are duty bound to further this development in every 
way we can. 

Izaak Walton said “that which is everybody's business is nobody’s business”. 
In other words, if you wish to have a job done give it to someone, or some 
group, and make them responsible. Applying this advice to preventive medicine 
brings us to the obvious conclusion that apart from health officers who have 
their special responsibilities, the group having the widest coverage and the 


finest opportunity to do an effective job are the general practitioners or family 
physicians. 
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Team Work of Specialists and Family Physicians 


Just a word or two on that title “family physician”. For medical purposes 
and indeed for most social purposes, the family is the unit of society. The 
interplay of personalities, hates and loves, the ups and downs of family fortune, 
all contribute to the health or illness of its members. The same complex of 
forces also affects the course of treatment and recovery. It is proposed, there- 
fore, that the family health counsellor and guide who provides most of the 
medical care required including prevention, or clinical preventive medicine, 
and who sees to the obtaining of needed specialist help, be called family 
physician or family doctor. This term is intended to mean more than general 
practitioner. It does mean more because it designates a specialty or, if you 
think that word has been overworked, it stands for the basic physician who 
knits together the total care of the family and gives it continuity. Surely here 
is the man to carry the main responsibility for applying preventive medicine. 

This is not meant to imply the exclusion of the specialists. Indeed the 
obstetricians and paediatricians have taken a lead in this work which should 
be emulated by others. They have established patterns of practice and attitudes 
on the part of patients which are most important. Certainly the specialists 
have their role to play but a moment's thought will convince you that if pre- 
ventive medicine is to achieve maximum effectiveness the family physicians 
must play their part too. 

There are other forces operating toward greater recognition for the family 
physician besides the need to realize the full benefits of preventive medicine. 
They spring from the increasing complexity of the whole field of medicine and 
the parallel increase in specialization. There is no use in railing against this. 
The so-called “good old days” are gone. Let us remember that this same 
development has brought with it mastery of many diseases and disabilities and 
greatly improved methods for moderating the effects of others. Our purpose 
should be to organize our profession so that the benefits made possible by 
those who have specialized are put at the service of all in real need while at 
the same time ensuring that responsible physicians, family physicians, are 
taking care of patients as members of families, in the context of daily living, 
and with the need for continuity of care foremost in mind. 


The Family Physician and Preventive Medicine 


It would not be appropriate to attempt a full description of how preventive 
medicine should be practised by a family physician. Most of us know of 
doctors who are conducting their practices in this way. Mention has been 
made of the lead the obstetricians and paediatricians have given. The medical 
schools have the matter in hand and will undoubtedly play a major role in 
furthering this concept. It is also to be remembered that the full development 
of the idea will only come with time and the application of the basic prin- 
ciple of positive action to prevent or mitigate disability. Important trends in 
medicine evolve through practice and the handing on of the results of 
experience. 











Sept. 1957 PREVENTIVE MEDICINE AND MEDICAL PRACTICE 363 





There are a few points which might be mentioned as examples of the 
approach which a family physician might take to his practice. It is stated quite 
frequently that an annual health examination is a good thing which everyone 
should have. It has also been demonstrated repeatedly that mass surveys 
including X-ray, blood and urine examinations, the so-called multiphasic 
screening, bring to light an astonishing number of incipient or even full-blown 
disorders not previously detected. This experience seems to support the regular 
health examination concept. But consider the simple arithmetic of the proposal. 
If the examinations were to be anything more than perfunctory a very large 
part of the total available time of the physicians of Canada would have to be 
devoted to this purpose. However, there is a compromise which makes sense 
and that is for the family physician to determine when and to what extent the 
members of the family should be examined. This overcomes that bane of good 
medicine the impersonal, routine, procedure. Of course, some routines may 
have to be adopted but only in individual cases and for useful purposes. There 
is no sound reason why the family physician should not adopt the same general 
plan for keeping an eye on his flock as do the obstetricians and paediatricians. 
No doubt many of them will be looking after normal deliveries and caring 
for the children in any case. It seems only logical that they should continue 
the supervision of these newcomers for as long as they remain under their 
care, regardless of age and, furthermore, it should be quite normal and proper 
for the family doctor to send for his charges when he wants to see them. If the 
present code of ethics frowns on this then we should re-examine the code. 

Mention of the fact that many family physicians will be attending deliveries 
and caring for children raises the important point of their relationship to the 
specialists. Undoubtedly, this will vary from place to place and from one 
situation to another depending on the size of the community and individual 
preferences. This is not a case for rules but rather for the honouring of the 
basic principle that the patient’s welfare must take precedence over pro- 
fessional pride or any other consideration. Surely any man worth his salt knows 
when he is out of his depth and needs help. To ignore this and blunder on 
is worse than folly. On the other side of the picture, the consultant has a basic 
responsibility to behave as a consultant, to perform his duty and to report 
the patient back to the family physician just as soon as possible. This is the 
basis on which the high standards of medicine in Britain were built up. 

The aging of our population is one of the facts of life. Every one of us 
knows only too well what this means. One of the objectives of medicine of 
past years is well on the way to being met. Many people are living into old 
age. The average life expectancy is about seventy. Our problem now is not 
how to live longer but rather how to improve the quality of the added years 
we have gained. It was Haven Emerson who said it would be a grim joke to 
prolong our lives only to prolong the misery of death. The new specialty of 
geriatrics is emerging in response to this challenge and may heaven bless their 
efforts. But surely for most old people the family physician is the prop on 
which the next of kin must lean. There comes a time in so many cases when a 
nursing home or hospital seems the only answer but the man who can stave 
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off this often critical step is the family physician. He can make home care 
possible and in many cases this is not only good medicine but sound economy 
and, above all, humane. 

Consider for a moment the problem of mental disability. We are all aware 
of its magnitude. What may not be so fully appreciated is the striking change 
that is taking place in this area of medicine at the present moment. New 
methods of therapy and of handling cases have resulted in a sharply increased 
traffic between treatment centers in mental hospitals and general hospitals 
and the patients’ homes. Day care arrangements have come into being. The 
effect of all this is a greatly increased involvement of the relatives and potential 
employers. If we are to reap the full benefit of this trend in handling mental 
disorders a good deal of medical support will have to be available in com- 
munities. To say that this should be provided by psychiatrists would be as 
unrealistic as to say that all deliveries should be handled by certified obste- 
tricians or that all children should be under the care of qualified paediatricians. 
There is an important role here for family physicians acting in collaboration 
with psychiatrists. 





The Family Physician and the Health Department 


An important aspect of the family physician’s practice will be his relation- 
ship to the health department and other community resources, including 
welfare. Needless to say he should know all about them and use them fully. 
If they are well run they are not in competition with him. He need not fear 
them. They are created for the community good and he has a key part to 
play in their proper use. Take the matter of immunizing children against 
diphtheria. If the family physicians of the community look after the children 
under their care properly and see that they are immunized, as they certainly 
should, then the health officer has less work to do. We must remember that the 
health officer's job is to see that his community is protected, not necessarily to 
carry out the protective procedures himself. The same applies to the super- 
vision of pregnancies and the care of young children. When you find free 
clinics for this purpose flourishing you can be sure that the physicians of the 
community are not doing the work they should. Of course there probably 
always will be some who cannot or will not look after themselves and for 
whom free services must be provided. 

It might be concluded that a one-man type of practice has been described. 
This is far from the case. A family physician can function as a member of a 
group just as well as on his own. In fact there are good reasons for believing 
that group practice provides the highest quality of care for the patient and 
affords most satisfaction for the physician. In that highly developed medical 
care scheme, the Health Insurance Plan of Greater New York, each subscriber 
is asked to choose a family physician from among the group who will look 
after him and his family and it is through the family physician selected that the 
full resources of the organization are made available. 
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The Training of Family Physicians 


Some of you may well be wondering where and how this paragon, the family 
physician, is going to be trained. As already mentioned, medical schools here 
and in the United States are engaged in this work. It is not entirely idle to 
speculate and one can visualize the medical schools of the future concentrating 
the full resources of their undergraduate training on the training of family 
physicians. In the postgraduate schools the present programs for the training 
of specialists would be continued but in addition the problems brought to 
light by the family physicians would receive attention and special instruction 
would be provided for them. There should be no division in the total field of 
medicine, rather the effort should be to reap the benefits which would flow 
from a more widespread and intelligent application of the concept of preven- 
tion and incorporate them in the great fund of knowledge and practice which is 
the basis of postgraduate work. It may well be that the family specialist will 
greatly enrich our knowledge of the normal healthy individual and of the 
beginnings of disease processes which under present conditions are seen only 
when fully developed. 

One can also visualize a most important role for the College of General 
Practice in support of the family physician through assistance in postgraduate 
study and possibly through the granting of special recognition for excellence 
in performance. However, it would be imprudent to be too dogmatic in this 
regard because there is the Royal College of Physicians and Surgeons to be 
considered and care must be taken to avoid any action which tends to divide 
the profession or relegate the family physician, however good he may be, to 
a secondary status. It is fear of this which has given rise to deep concern 
about the operation of the National Health Service in Britain. The full de- 
velopment of his role in the provision of medical care will certainly entitle him 
to an important, if not the most important, place in medicine. 

To sum up, preventive medicine is a necessary part of good medicine. It is 
a body of knowledge based on a concept or approach to medicine and should 
not be confused with the specialty of public health. While all who practise 
medicine have a duty to honour the concept of prevention it is submitted that 
its maximum benefit can be realized best by calling upon family physicians to 
take positive action for the care of their charges through the integration of 
preventive medicine into their practices. 
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professions and all those associated with 
them maintain their interest in this 
national activity. These professions have 
already done much in a practical way to 
assist those agencies and_ individuals 
whose work is concerned with Civil De- 


given great encouragement to those re- 
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program. The purpose of the observation 
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interest of all sectors of the public in 
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joes volume of material that has been published on chronic disease in the 

past ten years is indicative of a great increase in public and professional 
interest. It is not my purpose to try to review the extent of the chronic disease 
problem nor to attempt to deal with the medical or social aspects of the whole 
interrelated complex of old age as it affects chronic disease. Studies on these 
topics are numerous and extensive bibliographies are available. Many studies 
have been made by various commissions and committees, a notable example 
being the studies of the Commission on Chronic Illness in the United States. 
A number of states and provinces have also made extensive investigations of 
their own problems. 

Since almost all public health workers are engaged in some way in adminis- 
tration, whether it be in program planning and financing, or by rendering care 
to patients, it is, perhaps, appropriate to think of some of the problems of 
chronic disease from an administrative viewpoint. In order to make any adminis- 
trative process operate effectively, particularly where several agencies are 
involved, we must have agreement about what we are discussing or dealing 
with. This fact becomes more important as we move towards an administrative 
relationship between the federal government, provincial governments, hospitals 
and other agencies in Canada on a more formal basis than has existed in the 
past. It is, therefore, my hope to try to indicate some of the administrative 
problems with which we will be faced and which must be solved when we 
are thinking of chronic disease and long-term illness. 


The Difficulty of Defining Chronic Disease 


One of the chief difficulties which should be noted at the outset is that we 
have never been able to formulate a really satisfactory definition of chronic 
disease. The Commission on Chronic Illness in the United States defined 
chronic disease as follows: 


Chronic disease comprises all impairments or deviations from normal which have 
one or more of the following characteristics: are permanent; leave residual 
disability; are caused by non-reversible pathological alteration; require special 
training of the patient for rehabilitation; may be expected to require a long period 
of supervision, observation or care (1). 


This same commission goes on to differentiate between persons who have 
chronic disease and those who suffer from long-term illness. A definition of 
long-term patients has been stated as being: 

1Presented at the forty-fifth annual meeting, Canadian Public Health Association, Toronto, 


May 27-29, 1957. 
2Deputy Minister, Department of Public Health, Regina, Saskatchewan. 
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Persons suffering from chronic disease or impairments who require a long period 
of care, that is, who are likely to need or who have received care for a continuous 
period of at least thirty days in a general hospital, or care for a continuous period 
of more than three months in another institution or at home, such care to include 
medical supervision and/or assistance in achieving a higher level of self-care and 
independence (2). 


A rather detailed search of the literature on chronic disease has been made 
and while there are numerous other definitions or variations of the definitions 
just mentioned, none of them are more specific. All are ponderous and difficult 
to apply. One naturally asks, therefore, whether it is possible to define more 
explicitly the nature of chronic disease. I am not certain that the varied nature 
of the disease entities involved will permit of fairly specific definition. Further- 
more, it is perhaps wasteful of our time and efforts to try arbitrarily to erect 
artificial dividing walls between categories of disease. It would take the wisdom 
of a Solomon to decide when a specific disease has ceased to be acute and has 
become chronic. Arbitrary methods have been suggested such as placing time 
limits on acute disease by saying that after ninety days a disease becomes 
chronic. But if we pick ninety days, have we any reason for not choosing one 
hundred? 

I would suggest that for purposes of program administration we should stop 
trying to differentiate between acute and chronic disease. We are really only 
dealing with one entity—an aberration from a normal state of well-being. That 
some aberrations are capable of rectification in three days and that others 
cannot be rectified in thirty years is, perhaps, beside the point. We should 
cease considering that we are dealing with separate and distinct entities. 

It may be that one of our fundamental difficulties in this problem is that we 
are too prone to think of disease or aberration from the normal state of health 
as something which can be completely rectified or cured. This concept of cure 
has heretofore attracted our major interest and this is perhaps natural. How- 
ever, we must take a new look at the problems which are arising as a result 
of the increased prevalence of the so-called chronic diseases and recognize 
that many of them are not susceptible to cure, but that all of them are 
susceptible to alleviation and, often, retardation in their development. What 
we must face is the fact that the case-file on a patient with some types of 
disease can only be closed when that patient dies and until that case-file is 
closed by death there is always something that we can do by providing medical, 
social, emotional and economic support. As I see it, our principal problem is 
to determine what methods we can develop to provide these various types of 
support in a rational and effective way. 

It seems evident also that our society has tended to look at medical and 
social aspects of long-term illness and chronic disease as being separable into 
two categories. Most of our programs and often the institutional facilities pro- 
vided for meeting the needs of these people are divided into custodial and 
treatment compartments, frequently under separate administrative authority. 
There seems to be no real evidence that our society has given much thought 
to the desirability of abandoning this concept. This, in spite of the outspoken 
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pleas by many persons that we regard the social and health aspects of long- 
term illness as being indivisible. 

An examination of the nature of chronic disease, however, makes it evident 
that the purely medical treatment aspects cannot be separated from those needs 
of the patient having to do with his home, his job and his income. The problem 
posed to us is of not only providing therapy in the usual sense, but of somehow 
integrating treatment with all the other needs of the patient if he is to be 
helped to the fullest extent. 

What we must do is look at the problem of long-term illness in a manner 
about which we have always talked but seldom accomplished—that is, to look 
at not the disease but rather the patient and see him in his social setting. We 
must find ways and means of working out a multi-disciplined approach which 
will meet his total needs—medical, emotional, environmental and monetary. 
Only in this way can the person suffering from what we call either a chronic 
disease or a long-term illness, be properly supported and helped. And only 
if all his needs can be supported, can he make his full effort to help himself. 

It can be asked, naturally, whether this approach that I have suggested of 
not trying to divide diseases into categories of acute and chronic means that 
we must deal with all disease in the same way. Where, for example, does the 
so-called chronic disease hospital fit into this picture? Some of you might 
properly ask whether this approach envisages the abandonment of such 
facilities. 

It seems evident to me that this approach has the effect of forcing us to 
think more clearly about the kinds of facilities and services that should be 
developed. What we must do is decide the types of services required by 
persons with disease and injury and then develop appropriate facilities and 
services to meet these needs. These facilities and services may be of several 
kinds and should be worked into a logical and effective whole. It seems quite 
probable that we will develop services much more highly specialized than we 
have at present. But along with that development, we must constantly keep 
in mind the need for each of these to be a part of a whole and forestall the 
development of separate and isolated programs. 

Let us look at the kind of services which we might envisage as being neces- 
sary to meet our needs for those classes of disease or disability which are not 
amenable to complete and rapid cure. 


Prevention 


One naturally assumes that the first need in dealing with any type of illness 
or injury is an adequate program of prevention. Unfortunately, the state of 
our knowledge about the methods of prevention of the diseases which tend to 
be long-term is not well developed. However, there is much that can be ac- 
complished by the exercise of the knowledge which we presently have. The 
application of the knowledge about how to achieve better living conditions, a 
better nutritional state, the avoidance of stress leading to emotional and, 
perhaps, physical breakdown is much more difficult to achieve than anything 
we have tackled in the preventive field heretofore. It may be that we will some 
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day find methods which are as direct and easily applicable as methods of 
prevention such as immunization, but this does not seem likely. Our principal 
problem will be to find ways and means of influencing the behaviour of people, 
with all of the ramifications of that difficult task. The foundations of this will 
rest upon a better knowledge of the influencing factors based upon continuing 
research and then, through a process of health education, the transmission of 
that knowledge to the people of our country. We now have a considerable 
body of knowledge available to us and I would suggest that we are not using 
this as appropriately or as intensively as it could be used. While the social 
sciences are perhaps not as highly developed or as specific as are the physical 
sciences, much is known about their techniques. We, whose background and 
main interest have been in the physical sciences, have been lax in finding out 
what is the work of the social scientist much less have we consulted with 
him to find out how he can help us. To use an expression of the advertising 
world, we need more “cross-pollination” of our ideas. 

Case-finding Services 

Most of the diseases which respond slowly or incompletely to treatment 
develop slowly. There are exceptions to this general rule, of course, but if we 
look over the roster of diseases which are our biggest problem, we are im- 
pressed by the fact that most of them develop slowly—the cardiovascular and 
hypertensive diseases, diabetes, cancer, arthritis and the rheumatic diseases, 
neurological disorders and so forth. However, it is equally true that in their 
early phases their signs and symptoms are not sufficiently marked to demand 
the attention and concern of the patient. 

Much can be done to develop educational programs which will encourage 
early attention to symptoms and signs; this is being demonstrated in our cancer 
programs. Much more attention must be given to the development of tech- 
niques for early case-finding. Whether multiphasic screening programs or the 
general use of such short cuts as the Cornell Index or regular physical 
examinations by the family physician will be effective remains to be seen. A 
considerable amount of exploration of these techniques is presently being 
carried out and there would seem to be considerable room for further experi- 
mentation with these devices as case-finding techniques. Certainly we must 
devote more of our attention to this aspect of the problem in the future. 


Treatment Services 


The Commission on Chronic Illness in the United States makes the following 
statement as the first of its conclusions and recommendations: 


Care of the chronically ill is inseparable from general medical care. While it 

presents certain special aspects, it cannot be medically isolated without running 

serious dangers of deterioration of quality of care and medical stagnation. ; 

It seems evident to me that we have forgotten this fact and we have often 
been guilty of thinking of the treatment aspects of long-term disease as being 
different from the treatment of acute disease. In detail this may be so, but the 
basic principles are common to all treatment services. 

It is not possible in a short time to try to list the kinds of treatment 
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services which are applicable. However, I would like to comment on two 
special aspects which must be considered in the development of programs to 
handle long-term disease effectively. 

The first and perhaps the most important of these is the need for co- 
ordination and integration of our treatment programs. There is no doubt 
that the patient’s own physician must be the hub of the wheel upon which all 
the supporting spokes revolve. The various services which are made available 
to the patient must strengthen the relationship between the patient and his 
own physician rather than create a barrier between them. There is great 
danger that the patient will be confused and his progress harmed if he begins 
to feel that this personal relationship is disappearing. 

To achieve this will require considerable tact and understanding on the part 
of all agencies or persons who can help the patient, including the physician. 
Co-ordination and integration of effort can only be achieved if all parties 
concerned understand the goals which are desired, the services or aids which 
can be provided and an understanding that, while all do not necessarily contri- 
bute equally, a proper balance of effort is essential. I would suggest to you 
that a good coach knows the abilities of all members of his team and can only 
achieve results if all work in harmony. It may be that the greatest lesson we 
have to learn in dealing with long-term illness is how to coach the team and 
put the players on the field in a way which will make them most effective. 
The physician, who perhaps has been functioning as a sort of playing-coach, 
may have been inclined to feel that he alone can carry the ball. 

The second comment I would like to make about treatment services is 
that we must re-examine our concepts of how and where treatment can be 
given. There has been a tendency to think of long-term illness as something 
which must be dealt with in a special institution. A complete re-evaluation of 
our ideas in this regard must be undertaken. Not only must we look more 
closely at the economic aspects of segregation but we must also look at the 
social and emotional side. It may be that we are deluding ourselves by thinking 
that society is paying a lesser price for care of long-term illness by the develop- 
ment of what seem to be low-cost facilities. In the long run this may be a most 
costly procedure. 

We must re-examine and experiment with the potentialities of home-care 
programs, of the use of out-patient services of our hospitals, of the develop- 
ment of specialized centers where specific therapies can be given and with 
making better use of the facilities which now exist. And all of this must be 
done in a way that will not lead the patient to feel that he is being sent from 
pillar to post. His dignity, his interest and his co-operation must be maintained, 
for without these all efforts are in vain. 


Rehabilitation 


it is perhaps unnecessary to mention the need for rehabilitation as a special 
process for it must become an integral part of the treatment process. It is 
merely mentioned here so that it will receive the proper emphasis it deserves. 
It has been said that rehabilitation for injury must begin as soon as the 
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injury occurs; the same is equally true of chronic disease. The whole concept 
of attempting to return the patient to the highest degree of physical, social and 
economic usefulness must be the guiding principle for effective treatment 
of all disease. To realize the goals which are set by this concept will 
mean that the techniques, which we have labelled rehabilitative, be applied 
much earlier than has been customary. It will mean the expansion of the 
techniques of physiotherapy, occupational and recreational therapy in not only 
any special institution set up to deal with long-term illness but in our acute 
disease institutions as well. Rehabilitation will have to become something 
more than a salvaging operation. 


Supportive Services 


Finally, I would like to say a word about the need for supportive services. 
Any program for the long-term patient must go beyond merely caring for his 
medical needs. It is equally true that it will not suffice to deal only with his 
economic needs. Somehow we must find ways and means of giving the patient 
the kind of health care he needs, to support him economically and to provide 
for his emotional, social and spiritual needs as well. 

It is obvious that if these needs are to be met, the skills and interests of 
many persons will be required. To bring these skills to bear in a co-ordinated 
and efficient way is one of the most difficult problems which society can face. 
Working relationships must be better developed between medical, social and 
other community agencies. 


I would suggest that one of our principal difficulties to the present has been 
the lack of knowledge which each discipline or agency has of what others 
have to offer. Improvement in our relationships will, perhaps, be hastened by 
a determined effort on the part of each of us individually, and by our particular 
disciplines collectively, to learn the objectives, the philosophy and the methods 
of other agencies. When we know each other's potentialities, we will then be 
able to co-ordinate our efforts effectively. 


A Challenging Task 


One of the most interesting yet most difficult challenges of modern civiliza- 
tion is that as we solve problems of relative simplicity, we create new problems 
of increasing complexity. These problems are often not only complex in 
themselves but their handling depends upon an ever-widening circle of 
relationships with other equally or more complex problems. This phenomenon 
is perhaps no more marked than in the area of long-term disease. To make 
the advances that are desirable, or for that matter merely to keep abreast 
of the problems as they arise, is a challenging and demanding task. We must 
not be hesitant to accept the challenge nor can we shirk its demands upon us. 
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Alcoholism and Nursing’ 
R. MARGARET CORK? 





RADITIONALLY, disease has been treated and controlled by the medical 

professions, of which nursing is an integral part. While it is true that over 
the years many alcoholics have been successfully treated individually by 
physicians and nurses, it is challenging to note that the first effective attempt 
to help alcoholics on a large scale was achieved by a lay group known as 
Alcoholics Anonymous, composed of men and women recovering from the 
illness. Only in comparatively recent years have clinics begun to play their 
part. To those of us in the clinic setting, it seems obvious that neither A.A. nor 
a handful of clinics oriented primarily to the treatment of those more seriously 
ill, can begin to control effectively this widespread and ever-growing problem. 
To date, most of the service professions have been tending to leave it to these 
two groups. 

This paper is an attempt to present a possible approach to this problem as 
well as a concept of the alcoholic which may enable the nursing profession—as 
one of the largest and most strategically placed service professions—to gain 
a new awareness, a new understanding of its particular role and responsibility 
in the treatment and control of one of Canada’s greatest public health 
problems. Since no other professional group has the same natural opportunity 
to be in contact with the alcoholic as the nurse, the question then arises as to 
why nurses have been unable to contribute significantly to the treatment or 
control of the illness alcoholism. The answer, I believe, lies in three factors: 
(1) the nature of this illness; (2) the resistance to sharing the treatment with 
other professions; (3) the fears, prejudices and other negative feelings often 
unrecognized or unconscious, which affect nurses no less than the majority 
of our population. 


Characteristics of the Illness 


In what way is alcoholism different from other illnesses? To begin with, 
there is no textbook definition of etiology or of treatment; there are no wonder 
drugs and no sure controls; there is no well-defined pain or diseased area, and 
the course of the disease shows about as many variations as there are patients. 
The alcoholic is sick socially, emotionally, and spiritually, long before there are 
any chronic physical conditions. Like the diabetic, he is up and around, 
except in the acute phases, often carrying on successfully at home and in 
business, but with the significant difference that for many years he refuses to 
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recognize and to admit to ill-health. He must often lose family, friends and 
job before he accepts the need for treatment. In what other illness are there so 
many unpredictable relapses? In what other illness must the patient, in order 
to get well, give up the one anaesthetic which can dull the pain of his suffering? 
Except in the acute phases, with the relatively few patients who are hos- 
pitalized, the nurse has few opportunities of fulfilling her usual role of 
“nursing” the alcoholic back to health, and there is no legislation, as in the 
case of V.D. or T.B., to help her in controlling the illness. 


The Alcoholic as a Person 


We all know that medicine has come far in understanding and treating the 
whole person in relation to most diseases, but I wonder if something has not 
prevented the nurse from applying this concept to the treatment of alcoholism? 
How well do you really know the person who is afflicted? How readily can 
you accept him, not as you feel he should be but as he really is? Can you see 
behind the facade of drinking and pseudo-wellness to the fearful, defensive, 
compulsive person whose behaviour is different, though often only in degree, 
from that of other sick people? How able are you to accept and understand 
emotionally, as well as intellectually, that the lying, the broken promises, the 
irresponsibility and the rationalization of the need to continue on the path to 
self-destruction, are just as symptomatic of the illness as the excessive con- 
sumption of alcohol? Have you, like many others, come to know a lot about 
alcoholism but experience difficulty in applying it to your efforts to help the 
alcoholic? Have you known intellectually that he was a dependent person and 
yet been unable to accept this in an adult? Have you accepted the theory that 
his childhood relationships helped to make him an alcoholic and yet been 
unable to relate to him in any different or more positive way than his parents 
did? Can you relate to him as though you really understood the limitations of 
his sick personality, or do you act as though all his problems would be solved 
if you could compel him, or persuade him to stay away from alcohol? 


Team Work 


The second factor which would seem to be influencing the nurse's contribu- 
tion to the problem, is the seeming inability of all service professions to work 
effectively together on a long-term basis towards a common goal. To be sure, 
doctors and nurses have worked together in a particular relationship since the 
beginning of professional nursing, but perhaps this very fact has made it more 
dificult for the nurse to share treatment with others whose field has not 
primarily been treatment of disease. 

From knowledge of the disease alcoholism and of the alcoholic personality, I 
feel that no one professional group alone can treat a sufficient number of 
alcoholics to make an appreciable inroad on the size of the problem today. Out 
of each individual profession’s failures to help the alcoholic and from the 
experience of the shared approach of the clinic team, it is my belief that only 
as all those who are in contact with the alcoholic can see themselves as 
members of a community team will we begin to control this illness effectively. 
Just as the clinic team works together, each member bringing particular skills 
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to the problem of rehabilitating an alcoholic, so can the nurse in the com- 
munity share with clergy, lawyers, teachers, employers, recreation workers, 
personnel workers, psychologists, doctors, and social workers, the problem of 
treating the alcoholic and of carrying out a program of secondary prevention. 

This means that there must come into being a greater professional maturity 
on the part of all service professions; there must be a new awareness of indi- 
vidual roles and limitations; a giving up of some of the old competitiveness 
and rivalries, and a gaining of a new tolerance for the skills and quality of 
service offered by complementary professions; and last, but not least—it implies 
a freedom from the possessiveness we have all experienced and exemplified by 
the term “my patient”. 

While such a working together means a new look at oneself and a working 
through of one’s own professional identification, it means also a new under- 
standing of referral, the way in which you help a patient to use another 
resource. With many people more secure and more strongly motivated toward 
getting help than the alcoholic, it is sufficient to tell them where to go. With 
the alcoholic, it may mean actually going with him, but care must be taken to 
distinguish between going with him and taking him. More often it means going 
with him emotionally as you prepare him for the people he will meet, the 
place, and what is likely to happen to him. While the alcoholic will obviously 
be more readily able to use another service if he is met with understanding by 
everyone who is trying to help him, this is not possible or probable. In spite 
of our increased knowledge there are still many in the service professions who 
will react to the alcoholic with intolerance, impatience, and a moralizing or 
punitive attitude. The alcoholic, however, can be helped to handle this reality 
if he is prepared beforehand and given your support to face it. 

An important aspect of this teamwork is a new awareness of the patient's 
right to share in any plans for his treatment. Too long have we shown our 
disrespect for him as a person by denying him the opportunity to decide when 
he will be referred and what information will be shared about him. Another 

“must” for working together is a sense of responsibility for interpretation. 
Unless all those who have an investment in a treatment program can begin to 
use every opportunity to give thoughtful interpretation to friends, colleagues 
and families of alcoholics, we will not succeed very quickly in changing public 
opinion, in building up new attitudes towards the illness, without which no 
effective control is likely to take place in the immediate future. 


Attitudes and Feelings 


So much for a way of working together. What of my third point, your own 
attitudes? Just as I have stressed the importance of knowing the person who is 
ill, so is it equally important to know oneself in relation to this illness. I refer 
here to the often unrecognized feelings and reactions to drunkenness, to ex- 
cessive drinking, and to the great dependency of the alcoholic. Unless you 
recognize that you have feelings, begin to understand them, and learn how to 
cope with them, your ability to help the alcoholic will be severely limited. 
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Most of you inherited or acquired a relative degree of conflict, prejudice, 
and misconception about the use of alcohol. There is little in your training that 
helps you to lose or work through this, but in order to work successfully with 
alcoholics a degree of tolerance, of objectivity, must be achieved about other 
people’s use of alcohol, and you must have found a comfortable solution to 
your own use of it. Unless you do, you will almost inevitably bring to your 
relationship a bias and a variety of reactions and feelings to which the 
alcoholic will react in a negative way. You may consciously or unconsciously 
look down on him, moralize or punish; you may consider him stupid because 
he cannot drink as others do, or weak-willed because he cannot leave it alone. 
His drunkenness may cause you to react with disgust or fear, and thus you 
will reject him as surely as though you had turned your back on his appeal for 
help. Some nurses may be able to relate to an alcoholic when there is oppor- 
tunity to really “nurse” him, but once he is up and on his feet the negative 
feelings and prejudices begin to operate and there is little sympathy for his 
continuing, often increased, state of suffering as he struggles again to face life 
as an adult with the handicap of emotional immaturity, and without his com- 
forting self-medication. 


The Dependency Factor 


Often the great dependency of the alcoholic is a greater hurdle for those 
working with him than the excessive drinking bouts. We all know that healthy 
emotional growth comes from the quality of love received from infancy on. 


Many alcoholics suffered from an experience of too much or too little love in 
childhood, and so have been arrested in their emotional growth; others who 
were not so deprived regress as the disease progresses so that at the stage 
they come for treatment we see all of them as physically and intellectually 
mature but emotionally immature people, with a tremendous, though varying 
degree of need for infantile satisfactions. 

You who have nursed in hospitals can perhaps best understand and accept 
the regression which we all experience in some degree when we become ill. 
Much harder to recognize and accept are the more subtle aspects of de- 
pendency, seen in the alcoholic’s inability to accept responsibility, his tendency 
to give up easily, his denial of need for help, his belittling of dependency in 
others, his jealousy, his impulsiveness, his reaction to authority, his over- 
talkativeness, his demandingness. Like the child, the alcoholic has a confused 
sense of his own worth, his dominant emotions are destructive rather than 
constructive; he needs to project blame on to others; he has much sexual 
conflict; and last, but not least, he has constant difficulty in facing reality. 

None of this, I am certain, is new to you, but perhaps you have never faced 
the implications of what it means to work with such a degree of dependency 
in a so-called adult person. Unless you who are working with alcoholics have 
achieved a degree of emotional maturity or are consciously aware of where 
you are in your own struggle to find a balance between dependence and in- 
dependence, you will have difficulty in recognizing the many manifestations of 
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dependency and will not likely be free to cope comfortably with the deep 
needs of your patient. His great dependency needs may threaten your own 
adjustment and you will react to him, in accordance with your own needs, by 
over-indulging him or by minimizing his needs. You may find it ego-satisfying 
to encourage his dependency or refuse him any, once he is over his drinking 
bout. Without understanding the dependency factor, your ability to help the 
alcoholic is limited. 


Treatment 


Thus we have considered some of the factors that facilitate or hinder treat- 
ment. What, then, are some of the specifics of treatment? In most long-term 
illnesses, be they physical and/or emotional, the relationship between the 
patient and the helping person is of great importance. In the treatment of 
alcoholism it is vital, and I would like to spend a few moments looking at the 
quality of the relationship which will most likely help the alcoholic. Above all 
he needs to see and to feel some of the steady, consistent, warm, loving 
qualities that the young child receives from its mother, and without which it 
cannot grow emotionally. While in no sense should we treat the alcoholic as a 
child, he must, like the child, be understood and accepted as an emotionally 
immature person, with an expectation for growth realistically related to and 
limited by where he is emotionally and what there is to build on. 

Like a wise parent, your caring imposes limits which protect as well as lead 
toward self-discipline. It accepts without too great threat to self, the constant 
testing, the hostility, the relapses and the frequent failures. It allows you to 
be firm but flexible; to go on liking him in spite of his behaviour; to let him feel 
the liking and yet objectively to help him face reality. At times, a more obvious 
sense of your caring may be needed, particularly around relapses when he 
temporarily needs comforting and nurturing. This may come directly from you 
and/or through the assistance of some other female figure—social worker, 
therapist, mother, wife, girl friend, or through a period of care in hospital. 

Such a relationship with the irresponsible, often defiant person who con- 
tinually needs to test you, is far from easy. It demands a high degree of 
integrity and inner security on the part of the nurse. It calls for infinite 
patience and a constant awareness of one’s own feelings, so that they will not 
get in the way of what you are trying to do. It means you must know and feel 
his suffering, his fears, his loneliness, his discouragement, and yet not over- 
identify with these or be impatient with him because he does not do the 
obvious or so-called normal things to get rid of these feelings. This does not 
imply that at times you will not have strong feelings or that you cannot show 
concern, disappointment and even anger, so long as these are not directed 
against the alcoholic nor used primarily as an outlet for your own needs. 

Important to your relationship with an alcoholic is an awareness that he is 
not only having to learn to take on new ways of coping with life, but he is 
having to give up many relatively satisfying or protective attitudes and ways of 
behaving, not least of which is giving up his only means of escape from pain. 
The alcoholic can only begin to face the fear and begin to make the effort 
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to change if and as someone is able to support him in it by unfailing under- 
standing of what he is going through, and belief in his ability to achieve 
change. The challenge to change must be tempered with warmth, reasonable 
and appropriate praise, and repetitious, realistic reassurance. You will have to 
give him more time than other patients, though for his sake and theirs there 
must be limits put on it. You will have to be more accessible, see him more 
often, particularly in the beginning stages; be less formal, more natural and 
human in your approach; involve him as much as possible in any plans, and 
never plan behind his back, even if you have to take steps on his behalf which 
he is not ready or able to take on his own. 

Obviously the intensity of your relationship will depend on whether or not 
you are playing a major role in his therapy, and this in turn is coloured by 
the demands of your total job, but the basic qualities of the helpful relation- 
ship are essentially the same. While it may not be possible for a nurse in a 
particular setting to build up an intensive treatment relationship with the 
alcoholic, time must be found to establish sufficient positive relationship to 
refer him to the appropriate person on your “community team”; to help him 
directly or indirectly to face some of his other problems until he is ready to 
face his alcoholism. This does not mean that the alcoholism can be ignored or 
that it does not eventually have to be faced one way or another, but he may 
need to test you or to learn to trust you before he can bring his problem out 
into the open. Often those helping an alcoholic are so anxious that they are too 
direct; others never really free him to discuss the subject naturally. 


Prevention 


While most of this paper so far has been directed towards the role of the 
nurse in secondary prevention, the nurse, like others working with alcoholics, 
should be concerned with and involved in primary prevention. Unfortunately, 
her concern is usually only for the children of alcoholics, and very often leads 
her into a desperate attempt to protect the children from their father’s drinking 
or to educate or advise their mother on what she should do if she is to prevent 
her children from becoming alcoholics. It is true that these may play their 
part in prevention, but such efforts alone cannot help the wife to live a more 
satisfying life, without which she cannot help her children realistically face 
the implications of their father’s illness. 

If and only if a wife (and often older children) can obtain direct help with 
her own conflicts and very real needs, which she either brought to the marriage 
and/or developed as a result of living with an alcoholic, will she be freed to 
give her family the stability it needs to prevent alcoholism. Any child, however, 
whether of alcoholic parents or not, who does not have the opportunity to 
form satisfying, growth-producing relationships with at least one parent or 
parent substitute, is likely to become the emotionally immature, insecure 
adult who may seek to find the answer to life’s problems through some escape 
mechanism. It may or may not be alcohol. 

Thus we see that while one specific role of the nurse in prevention is one of 
enabling the wife and family of an alcoholic to find and use an appropriate 
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source of help, in general her role becomes a matter of doing what she can to 
strengthen the way of life for all families in her community. This may be done 
directly or indirectly through counselling parents and enabling them to learn 
how to become emotionally strong enough to give their children the kind of 
love which will help them to grow. For the child whose parents cannot be 
helped and who has not had the opportunity for normal emotional growth, 
prevention becomes a matter of early recognition of emotional instability, of 
symptoms of insecurity, of feelings of inadequacy and prolonged dependency, 
and of enabling this youngster to get treatment before he has to face the 
decision about whether to drink or not; before he begins to look for an artificial 
way of easing his inner pain. 

Another aspect of prevention lies in the area of education. The degree to 
which you are involved in this will, as in treatment, depend on the nature of 
your total job, but it is essential that every nurse assume some responsibility 
in this capacity. In your informal day by day interpretation to alcoholics, to 
families, or other members of the community, it is important, as it is in any 
formal program of education, that you present the illness as one form of mental 
ill health, one symptom of an individual's inability to face the realities of life. 
The more we isolate this illness the more we tend to increase the alcoholic’s 
sense of isolation from his fellow man and increase the community's sense of 
the alcoholic being a social outcast, of alcoholism being something that 
could not happen to them. 


SUMMARY 


Nurses have perhaps greater opportunity than almost any other professional 
group to be in contact with the alcoholic and/or his family. Effective use of 
herself in relation to this illness would seem to be dependent on and limited 
by such factors as her knowledge and understanding of alcoholism, and of the 
person suffering from the disease; her own professional identity as well as the 
way in which she can share treatment with other non-medical professions; 
lastly, her self-understanding and awareness of the relationship between her 
own maturation and the helping process. The nurse’s role will vary with the 
setting in which she works, but all her efforts to rehabilitate the alcoholic 
should contain elements of treatment, direct or indirect, of education, and of 
prevention. While the intensity of her individual contact will often depend on 
the demands of her total job, it will more significantly depend on the quality 
of the relationship she is able to establish with an alcoholic or his family. 
Although individual nurses have in the past intuitively worked successfully 
with the alcoholic, it would seem as though the nursing profession as a 
whole, to date, has not brought the best of its proven skills and abilities to 
understanding and coping with the problems of alcoholism. It is my conviction 
that without the intensive help of the nursing profession there will be no 
widespread success in the treatment and control of this illness which is 
seriously affecting the lives of so many of our fellow citizens. 


Trends of Pollution Control 
in the United States and in Maine’ 
R. W. MacDONALD?? B.Sc.E. 


— has never been a period in the economic life of the United States 
when so much attention has been given to the water resources as the 

period following World War II. While in most areas available sources are 
still adequate to meet demands, inroads to the usable supplies have been 
sufficient to create a great interest in the conservation of the water resources. 

The first evidence of stream pollution of a magnitude sufficient to attract the 
attention of state legislators was mentioned approximately one hundred years 
ago. Since that time the problem has increased in severity until today there is a 
program of pollution control of som type set up on the statute books of every 
state. There is also a federal program, based upon the Water Pollution Control 
Act, which was written around a policy of assistance to state agencies, at the 
same time protecting and preserving the primary responsibilities and rights of 
the individual states. 

In addition to the state and federal government programs for pollution 
control we also have interstate organizations and river basin authorities which 
are founded upon legislative action and agreements. All of the agencies carry 
on research work in conjunction with their survey and enforcement activities, 
and are aided by research undertaken by groups outside the field of govern- 
ment, particularly by those concerned with industrial wastes. 

The Water Pollution Control Act of 1948 is the Federal legislation which is 
now the basis for the activities of the Public Health Service, a part of the 
Department of Health, Education and Welfare. It assigns to the Federal 
Government the activities necessary to complement the work of state, inter- 
state, and river basin authorities in their programs of assistance to munici- 
palities and industries. State governments are left with the responsibility of 
providing their own legislation and of enforcement. There are also provisions 
for loans for planning and research. In the field of research the Robert A. Taft 
Sanitary Engineering Center at Cincinnati will be of immeasurable benefit 
when completely equipped and staffed. 

At state government level, where most of the planning directly connected 
with control and abatement problems occurs, many programs are under the 
control of sanitary engineering sections of state health departments while many 
more are operated by special divisions and by boards and commissions. There 
are numerous variations in the laws which states use for this control. In a few 
cases we find these are little more than modifications of common law, but by 
and large they fall into two groups; one based upon control of waste quality 
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and quantity at point of discharge, the other based upon quality of receiving 
water. 

River basin authorities and interstate authorities and compacts are in wide 
use. These compacts and authorities operate on the basis of agreements ratified 
by the state governments concerned and approved by the United States 
Congress. In principle, they provide an administrative body to determine the 
amount of abatement or control necessary and then leave to the separate states 
the enforcement of measures to be taken against sources of pollution within 
their boundaries. 

Some of these compacts, notably the Ohio River Valley Water Sanitation 
Commission, have undertaken some tremendous problems and are making 
excellent progress. The Ohio River group now have about 80 per cent of the 
sewered population in the basin either provided with treatment facilities, with 
facilities under construction, or with plans for such facilities approved and 
ready for construction. 

The New England Interstate Water Pollution Control Commission which 
also includes New York State is an example of a regional compact. It too has 
made great strides in the clean-up of surface waters. Forty-five treatment 
facilities have been constructed within the area during the last five years 
aggregating in cost about $110,000,000. 

A considerable portion of the research which has been the foundation of the 
achievements mentioned has been made possible by groups operating with 
funds from private sources. This is particularly true of industrial wastes. In 
this field we have research groups in nearly every large industry such as 
textiles, pulp and paper, the metal industries, and many others devoting large 
sums to research into methods of lightening the waste load on receiving waters. 
This has a two-fold purpose, the recovery of valuable by-product material and 
the betterment of public relations. The National Council of Stream Improve- 
ment, supported by the pulp, paper, and paperboard industries is an excellent 
example of this type of research. During the current year thirteen colleges and 
universities are conducting pollution reduction research on twelve separate 
process wastes of the industry. 

It is nearly an impossible task to calculate the amounts spent on research 
in the fields of either sanitary waste treatment or industrial waste treatment 
since these expenditures are from federal sources, state sources, interstate 
organizations, industrial sources, and a great volume of expenditure is by 
manufacturers of equipment for treatment of these wastes. 

The annual expenditures on construction of sanitary sewage interceptors 
and treatment plants are more readily secured and amount to just under two 
and one half dollars per capita, for the national population. There are no 
accurate figures available for the cost of industrial waste treatment but 
estimates place the figure at a roughly equal amount. 

The backlog of needed construction of treatment works is estimated at 
slightly under two billion dollars for municipal facilities and a program to 
undertake this construction and provide for obsolescence and population 
increases would, if scheduled for completion by 1966, just about double the 
per capita expenditure. Again, there are no accurate estimates available in 
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the field of industrial wastes but such estimates as are available indicate these 
needs to be at least equal to sanitary waste needs. 

At the present time there is a sewered population of approximately 100 
million of which from 55 to 60 million are served by adequate treatment plants. 
The sanitary waste load discharged to fresh surface waters is the population 
equivalent of 55 to 60 million persons. At the present rate of expenditure, 
reduction of load by treatment is just about staying abreast of increases, in 
other words the loads on our streams are not increasing or decreasing. It is 
also interesting to note that since 1920 the pollution load to streams has 
increased from 42 to 55 millions population equivalent, but the percentage of 
load so discharged to total produced has decreased from 87 to 58 per cent. In 
the meantime the population of the country has increased from 106 million to 
160 million. 

The industrial waste trend in terms of B.O.D. population equivalent is 
easier to trace than are the expenditures involved in its treatment. This is 
because most control agencies have these figures on plants within their juris- 
diction. At the present time 60 per cent of this population equivalent is dis- 
charged to streams. A comparison of trends in industrial waste treatment with 
those of sanitary waste treatment indicates an increase of B.O.D. production in 
industrial waste of 340 per cent while the B.O.D. production of the sewered 
population increased to 200 per cent of the 1920 figure. The industrial waste 
load discharged to streams increased to 225 per cent of the 1920 quantity while 
the sanitary waste load so discharged increased to 130 per cent of its 1920 
value. 

It is estimated that in the next thirty years the population of the United 
States will increase to 140 per cent of its present number and that the sewered 
population will increase to 160 per cent of that of the present day. The increase 
in industrial waste equivalent will be greater and estimates place the com- 
bined load at 200 per cent of the 1956 total. This situation cannot help but 
increase the competition for the water resource and give rise to the necessity 
of a heavy control and abatement program in the future. 


POLLUTION CONTROL IN MAINE 


Our pollution contro] program in Maine began in 1941 with the creation 
of the Sanitary Water Board which had almost no legal authority and little 
money. The organization was dormant until 1945 when it received a larger 
appropriation and the statute upon which its activities were based was 
gradually expanded until 1955. Meanwhile, the Sanitary Water Board became 
the Water Improvement Commission. 

By the pollution control statute now in effect, Maine operates on a classifica- 
tion law supplemented by a licensing provision. This provision which was 
introduced in 1945 requires new industries to obtain a license to discharge 
wastes to any surface waters. The classification section of the law became 
effective in 1953. 

The administration of this statute is the work of nine men comprising the 
Water Improvement Commission, who serve on what amounts to an expense 
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basis. Eight of the commissioners are appointed by the governor, two repre- 
senting the state at large, two the municipalities, two industry, and two 
conservation interests and the ninth member is automatically the Commissioner 
of Health. Technical and clerical personnel are employed by the Commission 
consistent with the appropriation. 

The licensing function consists of, after receipt of an application, an 
investigation to determine the probable characteristics of the sanitary or 
industrial wastes in question and characteristics and uses of the receiving 
stream. A public hearing is then held after which the Commission, in executive 
session, determines whether or not and under what conditions of treatment a 
waste discharge permit will be issued. If classification of the stream has been 
completed the determination is simple as the Commission merely has to main- 
tain the stream at the quality determined with perhaps special provisions to 
cope with some particular characteristic of the waste. If the receiving water is 
not classified the problem is more complicated, inasmuch as the Commission 
has to establish by considerable investigation a receiving water quality which 
will permit present and foreseen uses to serve as a guide for action. 

The classification of streams constitutes the bulk of the Commission’s every- 
day work, classification being the designation of a water according to some 
criterion. In Maine the criterion is the level in the social and economic picture 
at which the body of water would be of the greatest benefit to the greatest 
number of people. The classification system consists of four groupings with 
one sub-divided, and while there are technical definitions applied, the group- 
ings are essentially based upon the highest use for which the water is suitable. 
The priority of domestic water is recognized, and Class “A” provided in the 
hope of setting aside adequate supplies for this purpose, the requirement for 
this classification being that the water be suitable for a public supply with only 
disinfection. Class “B-1” is a water that can be used for a public supply with 
only the everyday treatments applied. Natural color and acidity preclude many 
of the unpolluted waters from Class “A” and these waters are thus protected. 
Class “B-2” is a bathing water in its highest use without treatment, and Class 
“C” will support aquatic life and is suitable for all other recreation except 
bathing. Class “D” is a water primarily devoted to carrying wastes without 
nuisance. The groupings do not include waters in a nuisance state from flotsam, 
sludge banks, or exhaustion of dissolved oxygen and all efforts are made to 
up-grade waters from this class. 

Waters are placed in these classifications by legislative act, which removes 
from the Commission the pressure it would receive if it alone determined the 
classifications. The system itself also appears to be fitting well into the con- 
ditions we find in Maine since we are able to fit a given waste, altered if need 
be, to the capacity of the stream to absorb waste and yet maintain a quality 
compatible with the designated classification. It also enables the oxygen sag 
to occur in a stream if no damage results and the stream can be returned to 
suitable quality at the next point of use. 

In selecting a classification for a stream segment, the legislature is provided 
with a report and recommendation by the Water Improvement Commission. 
These data are the results of field surveys to determine the condition of the 
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stream, its load, and its use. In addition, public hearings are held to determine 
what the people directly concerned with the stream’s future believe to be 
the best use of its waters. Based upon this information the Commission’s report 
to the legislature sets forth the condition of the stream, and the recommenda- 
tions for classification which it believes would be most advantageous, based 
upon the belief that the abatement program should not extend far beyond 
that required to get the best use from the stream. This report also outlines 
the steps and costs necessary to bring the stream to the recommended classifi- 
cation and to one or two other levels, and compares them with benefits derived. 

After the legislature has placed the stream in a classified category the work 
of enforcement and clean-up begins. The Water Improvement Commission 
acts in accordance with the belief that the use of natural waters for the 
assimilation of reasonable quantities of waste is legitimate as long as interests 
of the community are safeguarded, and that any abatement program to be 
fair and effective should allow a reasonable time for development. 

With this in view, the abatement or upgrading program following classifica- 
tion starts with a detailed review of the waste situation and a written notice 
to those responsible for the pollution. A conference is then arranged between 
Commission representatives and officials of the municipality or industry in- 
volved at which time the ground work for the program is laid. If a municipality 
is involved, the first conference usually results in a date for the completion of 
the first step which may be organization of a sewer district, sewer department 
or other body to undertake the necessary work, or if this group already exists 
this first step may be the construction of interceptors, but in any case the 
work is broken down into steps of planning, financing, and construction. 
Industrial problems are handled in a similar manner. 

Naturally, our work is not finished with the construction of the facilities to 
control pollution. There follows continued monitoring of the plant to see that 
it is doing the job for which it was intended. There is also much work con- 
nected with constant review of stream conditions and the policing of industries 
of the sawmill variety wherein the problem is not that of treatment but rather 
of housekeeping. 

Maine’s start in the field of pollution control was later than that of many 
states along the Atlantic seaboard, probably because pollution had made 
comparatively fewer inroads to the available water supply than in many other 
localities. Actually, therefore, we are not very far behind other states in the 
over-all picture. 

Approximately 50 per cent of the fresh waters of Maine are now protected by 
classification and plans for the protection of the great majority of the re- 
mainder will be submitted to the legislature next winter. About 2,500 miles of 
these classified waters are under an upgrading program of some sort, much of 
it being minor pollution, but about 500 miles of this water require an intense 
and expensive program. 

The Water Improvement Commission learned some time ago that not every- 
one in the state can be satisfied at the same time but the Commission does 


believe the present program can be developed to give Maine a sound water 
resource policy. 











Typhoid Fever in a Mental Hospital 


J. MACKAY, M.D., D.Psych. 





a study relates to the occurrence of four cases of typhoid fever and 

five typhoid carriers at the Ontario Hospital, Kingston, during 1954. The 
Ontario Hospital, Kingston, is a large mental hospital accommodating 1,200 
patients who are housed in two main divisions, Rockwood and Mowat, 
separated by half a mile. Rockwood Division has a main building with 
wards and a series of cottages. Mowat Division is composed entirely of 
cottages. The study records the clinical history, laboratory findings and 
treatment of both cases and carriers. The order of diagnosis of cases and 
carriers and their location are presented in the diagram. All the patients 
involved were females. Epidemiological findings are presented in the discussion. 
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Patient 1: Age 65 (mentally deteriorated)—typhoid fever 

On February 1, 1954, this patient had a chill and a temperature of 104.8°. She 
vomited once and had loose, foul-smelling stools. The fever continued but she did not 
appear seriously ill and physical examination was essentially negative, except for vague 
abdominal tenderness. 

Laboratory investigation: One blood culture, taken during the first week of the illness 


was negative. 


Serological findings: 
Feb. 8 Feb. 12 Feb. 15 Feb. 17 Mar. 8 
S Typhi ‘H’ 1:100 1:200 1:400 1:1600 1:3200 
S Typhi ‘O’ 1:400 1:400 1:400 1:3200 1:800 
S Typhi ‘V? 1:2 1:10 1:20 


1The Ontario Hospital, Queen St. West, Toronto 3. 
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Specific therapy was withheld. The fever gradually subsided by February 20 and the 
patient remained in isolation until April 13, 1954. A total of 23 negative stool cultures 
were reported from February 15 to August 1, 1954. 


Patient 2: Age 60 (mentally deteriorated)—typhoid carrier 

On February 7, 1954, patient had a temperature of 101.8°. She had pain. Palpation 
revealed a mass in the right — quadrant; W.B.C. 11,200. The surgical consultant 
tentatively diagnosed empyema of the gall bladder. She was treated with penicillin and 
aureomycin. By February 22, she was clinically improved but the fever continued. 


Serological findings: 
Feb. 25 Mar. 2 Mar.4 Mar.8 Mar.10 Mar.15 Mar.22 Mar. 25 
S Typhi ‘H’ showed agg- 1:100 1:50 1:50 1:50 1:50 1:200  1:100 
lutination 
S Typhi ‘O’ showed agg- 1:100 1:100 1:50 1:50 1:100 1:200 1:50 
lutination 


Stool specimens taken from February 23 to March 10, 1954, recorded 10 negative specimens. 
On March 11 a positive stool for S Typhi was reported. Her fever disappeared by March 14 
but on March 21 she had a further febrile episode with right upper quadrant pain and 
some jaundice, which subsided in a few days. Beginning April 20 she received chloromy- 
cetin 2 gms daily for seven days. From May 21 to December 17, 1954, a total of 19 negative 
stool cultures were reported. However, positive stool cultures were obtained again Toten 
February, 1955. On March 14, 1955, she underwent cholecystectomy, having received 
pre-operative chloromycetin. One large stone was found in the gall bladder and the S Typhi 
was seen in microscopic section of the gall bladder wall. A culture, taken from the an 
gave a pure culture of S Typhi. Pathological examination of the gall bladder showed 
evidence of chronic cholecystitis. Post-operative stool examination was continued and 
cultures were all negative. She was released from isolation in September, 1955. 


Patient 3: Age 52 (mentally deteriorated)—typhoid fever 
On February 23, 1954, patient complained of malaise and trembling. She had a tempera- 


ture of 101° but no specific physical findings were noted. Patient was isolated March 4, 
1954. 


Serological findings: 
Mar. 3 Mar. 4 Mar. 8 Mar.10 Mar. 15 Mar.22 Mar. 25 
S Typhi ‘H’ 1:400 1:400 1:400 1:400 1:50 1:800 1:200 
S Typhi ‘O’ 1:100 1:100 1:100 1:100 1:100 1:200 1:100 


Stool specimens received at the laboratory March 8, 10 and 11, were positive for S Typhi. 
Therapy was essentially symptomatic. She did not appear seriously ill and there were no 
complications. From March 15 to August 31, 1954, there were 19 negative stool cultures. 
She was released from isolation May 4, 1954. 


Patient 4: Age 67 (mental defective)—typhoid carrier 

A routine rectal swab submitted from this patient March 17, 1954, was positive for the 
S. Typhi organism. She remained asymptomatic in isolation and on September 9, 1954, a 
cholecystectomy was performed. Post-operatively, she received dicrysticin, penicillin and 
chloromycetin. Two weeks following the last dose of chloromycetin, stool specimens were 
again collected and, in all, 22 negative stool specimens were obtained by November 15, 
1954. She was released from isolation November 17, 1954. She had formerly worked in the 

tients’ cottage, occasionally washing and drying dishes, but did not work in the common 

ining room, where she might have been responsible for the infection of patient 3. 


Patient 5: Age 49 (mental defective)—typhoid carrier 

A rectal swab submitted from this patient March 17, 1954, was positive for S Typhi. She 
remained asymptomatic in isolation and on September 7, 1954, underwent cholecystectomy. 
Bile and curettings taken from the gall bladder at the time of operation showed the 
presence of the S Typhi organism. Post-operatively, she received chloromycetin. From 
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October 4, 1954, to March 18, 1955, a total of 56 negative stool specimens were reported. 
She was released from isolation November 17, 1954. We were suspicious that this patient, 
who had been in hospital for a number of years, originally had = typhoid infection in 
1945. The hospital documents noted that, at that time, she ran a prolonged febrile illness 
which remained undiagnosed. Moreover, we suspected that she might have been partly 
responsible for some of the typhoid cases in this hospital in 1947. 


Patient 6: Age 57 (mental defective)—typhoid fever 

This patient was located on the same ward as patient 1. On March 31, 1954, she 
developed anorexia and fever. She had chronic myocardial disease and a chronicall 
enlarged, firm liver. On examination at this time, however, her spleen was found to be 


palpably enlarged and tender. She showed no rash but continued to run a spiking fever 
through to April 6, 1954. 


Laboratory Investigation: A series of blood cultures were reported as negative on April 3, 


5, 8, 9, 12 and 13. Results of agglutination testing were as follows: (She had not received 
any recent TABT vaccination ) 


Serological findings: 


Mar. 31 Apr. 5 Apr. 7 Apr. 8 Apr. 12 

S Typhi ‘H’ Reported less 1:200 1:200 1:200 1:200 
than 1:25 
S Typhi ‘O” Negative 1:200 1:200 1:400 1:25 
(1:800 partial ) 

Stool specimens were reported positive for S Typhi April 2, 6, 7, 8 and 9. Beginning 
April 9, she received chloromycetin 2 gms daily for 11 days and her fever te In 
late April, fever recurred and a repeat course of chloromycetin was given. Fever gradually 
subsided again and the patient clinically improved. She remained in isolation until June 28, 
1954. All further stool reports were negative. 


Patient 7: Age 67 (mentally deteriorated)—typhoid carrier 
This ne was located on the same ward as patients 1 and 6. She washed dishes in 


the ward kitchen. During routine investigation, a stool culture reported April 8, 1954, was 
positive for S Typhi. As a typhoid carrier, she could have been responsible for the typhoid 
infection in patients 1 and 6. She was isolated and on September 9, 1954, a cholecystectomy 
was performed. Post-operatively, she received dicrysticin and chloromycetin. From October 
9, 1954, to November 12, 1954, 16 negative stool specimens were obtained and she was 
released from isolation November 17, 1954. 


Patient 8: Age 60 (mentally deteriorated)—typhoid carrier 


This patient was located on the same ward as patients 1, 6 and 7. However, she had 
been a bed patient for some time and had little chance of spreading infection, except by some 
intermediate carrier such as a nurse, flies, contaminated clothing, etc. She had, in retro- 
spect, suffered recurrent attacks of obstructive jaundice associated with fever and right upper 
quadrant pain. Two stool specimens taken for culture early in April, 1954, were positive for 
S Typhi. She was isolated and on og een 10, 1954, cholecystectomy was performed. Bile 
and curettings taken from the gall bladder cultured the S T yphi organism. A large single 
stone was removed from the lower end of the common bile duct. Pathologically, the gall 
bladder showed evidence of chronic cholecystitis. Post-operatively, she refused chloromycetin 
but received dicrysticin. Stool specimens post-operatively were positive for S Typhi in 11 of 
the first 15 specimens reported. In November, 1954, she received chloromycetin intra- 
muscularly, 2 gms daily for 2 weeks. From December 15, 1954, to February 16, 1955, 55 
negative stool cultures were reported before a single positive stool culture was again 
obtained. She then received chloromycetin 1 gm daily for 3 weeks. nr ook, pane dated 
April 1, 1955, and thereafter were negative and she was eventually released from isolation 
in September, 1955. 


Patient 9: Age 71 (organic confusional psychosis)—typhoid fever 

This patient entered the admission ward April 8, 1954, and was physically apart from the 
other 8 patients reported. She showed evidence of fever and loose stools only 6 days after 
her admission. There were no positive physical findings and there was no history of previous 
TABT vaccination. 
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Serological findings: 
Apr. 21 Apr. 27 Apr. 30 May 6 
S Typhi ‘H’ 1:200 1:400 1:800 1:200 
(1:400 partial ) (1:400 partial ) 
S Typhi ‘O° 1:200 1:200 1:200 1:50 
Para Typhi ‘A’ 1:50 1:25 1:100 1:50 
(1:50 partial ) (1:100 partial ) 


All stool specimens obtained were negative. pe was made on the basis of serial 
agglutination titre rise. She received a course of chloromycetin and her clinical course was 
uneventful. She remained in isolation until June 28, 1954, and continued to be bedridden 
until her death in April, 1955. It was learned that she had lived in a home where the 
cistern in the back yard had been condemned. Her next-door neighbour had recently 
developed — fever and was being treated in a general hospital. We were almost 
certain that this case had been infected by an outside source but, despite this, investigation 
with multiple stool examination was carried out with members of the nursing staff who had 
been working with this patient on the ward and handling food. The investigation was 
negative. 


DIscussION 


Having discovered the first three cases in hospital in early March, 1954, the 
Department of Health’s epidemiologist was called for consultation in regard 
to further investigations. As far as the physical location of these three patients 
was concerned, they were from separate wards in the Mowat and Rockwood 
Divisions almost half a mile apart. Each division had a separate main kitchen. 

A program was arranged to obtain stool specimens from all staff food 
handlers. Blood specimens were taken for agglutination from a few suspect 
food handlers. Because of the deteriorated mental condition and general 
unco-operative behaviour of many of the patients, it was decided to use rectal 
swabs to obtain stool samples. This was carried out by the interne staff on all 
female patients at the Mowat Division of the hospital. Stool investigation at 
the Rockwood Division was carried out with a combination of routine stool 
specimens and rectal swabs. Samples of the hospital water and milk supply 
were also examined bacteriologically. As a further prophylactic measure all 
female patients received TABT vaccine, employing the standard three doses 
of X cc., & cc. and 1 cc. at three-week intervals. They had previously received 
TABT vaccination although many had not received a booster dose in recent 
years. Staff members as well were offered TABT vaccination. 

The nine patients involved were placed in isolation where they remained 
until it was determined that they were incapable of further transmitting the 
disease. The isolation unit was considered necessary because of the psychotic 
and mentally defective patients involved. We made use of a four-bed dormitory 
which had an adjacent room with washroom and cleaning facilities. Single 
rooms nearby were also used. Staff members were required to wear special 
gowns and handling of the patients’ soiled clothing, bedding and excreta was 
carried out with isolation and decontamination technique. 

Of the four cases of typhoid fever, we had no explanation of the source of 
infection in patient 3. She was at the Mowat Division of the hospital on a 
chronic ward, where we found no evidence of typhoid carriers, and where 
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there were no other active typhoid cases. It was unlikely that she had picked 
up the infection from patients 2, 4 or 5, who were in a neighbouring cottage. 

The five typhoid carriers eventually underwent cholecystectomy, the results 
of which were immediately excellent, except in patient 8, who excreted the 
organism freely in her stool post-operatively. She was the only patient who 
refused a course of chloromycetin post-operatively. The operative procedures 
were performed in the surgical unit of the hospital by the consultant surgeon. 
Patients 4, 5, 7, and 8 were all operated on during the same week and no 
other surgery was carried out during this period. Isolation technique was 
applied in the surgical unit and the patients were transferred back to the 
typhoid unit as soon as possible. Patient 2 had her cholecystectomy performed 
at a later date. 

The following are some points which this hospital problem brought to mind: 

(1) The need to continue the procedure of prophylactic TABT vaccination 
in mental hospitals. 

(2) The value of cholecystectomy for eradication of the carrier state. 

(3) The need for extensive laboratory investigation in the diagnosis of an 
unexplainable febrile illness where one is dealing with unco-operative, 
deteriorated mental patients. Serial agglutination testing was responsible for 
diagnosis in cases 1 and 9, where no positive stool cultures were obtained. 

(4) The need for extended examination of stool specimens after the 
apparent disappearance of the organism from the patient's system. Urine 
examinations were not stressed in our cultural studies and, because of the 
unco-operative patients involved, we did not obtain routine duodenal speci- 
mens for culture. 

(5) Examination of the gall bladder specimen and contents bacteriologically 
emphasized the importance of the gall bladder as the site which harbours the 
typhoid organism in carriers. 


SUMMARY 


In the Ontario Hospital, Kingston, during 1954, four cases of typhoid fever 
and five carriers were diagnosed and treated. Two of the carriers suffered 
repeated attacks of cholecystitis and obstructive jaundice. Of the four patients 
with typhoid fever two were diagnosed by serial agglutination testing as S 
Typhi was not isolated from their stools. From the other two S Typhi was 
isolated and bacteriophage Type A was demonstrated. $ Typhi were isolated 
in each of the typhoid carriers with bacteriophage Type A. The five typhoid 
carriers underwent cholecystectomy and post-operative treatment with chlor- 
amphenicol. Epidemiological investigations did not establish a relationship 
between cases. 
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PANDEMIC INFLUENZA THREATENS CANADA 


_—, of the widespread occurrence of influenza in Asia and Africa 

with characteristic high incidence and low case fatality rates have given 
grounds for concern in Canada, the United States and other countries. Reports 
of the spread of this disease have been given in radio newscasts and the public 
has been made aware of a possible epidemic in Canada this fall. Frequent 
mention has been made of the preparation of an influenza vaccine for use in 
combating this disease. 

In considering the possibility of a serious epidemic, it is helpful to review 
the essential facts of influenza, including the use of vaccine. The common 
features of influenza are its abrupt onset, a fever usually lasting two to four 
days, headache, muscular pains, prostration, cough, and nasal symptoms. 
World-wide outbreaks have been recognized since 1510, about four such out- 
breaks occurring in each century. The pandemic of 1918-19 was devastating 
and in the United States 450,000 deaths were recorded in the period of 
November to May with an estimated 20,000,000 cases. The disease was char- 
acterized by a rapidly fatal lung congestion with death frequently occurring 
within 24 to 48 hours. It was characterized too, by a high fatality rate in young 
adults in contrast with its usual occurrence in the young and the aged. Three 
waves were recognized in this pandemic on this continent. A few cases were 
recognized in August, the second and most severe wave occurred in October 
and November and the third and less severe wave occurred in February and 
March. 

In 1933, Andrewes, Laidlaw and Smith isolated a virus and succeeded in 
transferring the disease from man to ferrets. Two years later the virus was 
successfully grown in the developing chick embryo. Four types of influenza 
virus have now been identified. The first viruses isolated were Type A and 
this type has been related to the most extensive and severe outbreaks. Thirty 
or more different strains have been identified as Type A. Type B was isolated 
in 1940 and Type C in 1954 and recently Type D. The latter type has been 
associated with limited outbreaks but appears to be widespread. The virus 
isolated in the present epidemic is different from any strains previously isolated 
and although conforming to Type A it possesses different immunologic char- 
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acteristics so that a vaccine prepared from the previously known Type A 
strains would not be of value in prevention. 

The use of a vaccine has been carefully studied. In 1942, Francis and Salk 
were able to concentrate the vaccine and render it more effective. Careful 
studies were conducted in the United States army in 1943-44 and the vaccine 
was shown to be of value. Vaccine was prepared in the Connaught Medical 
Research Laboratories in the fall of 1944 and used in the Canadian armed 
forces in 1945. It was recognized that the vaccine could be of value only if the 
strains of virus occurring in the epidemic were antigenically similar to those 
used in the vaccine. This limitation of the vaccine was established in subse- 
quent trials in the United States. It is recognized, therefore, that the vaccine 
for use in the present pandemic must be prepared from strains of virus 
occurring in this outbreak. This fact explains why supplies of vaccine are 
limited in quantity and why it is impossible to prepare sufficier.t vaccine to do 
more than provide for those in the community who are mest exposed and 
whose services are essential in the care of others, namely, hospital staffs, 
physicians and other special groups. Through the Department of National 
Health and the Provincial Departments, supplies of vaccine are being prepared 
in the Connaught Medical Research Laboratories, University of Toronto, and 
the Institute of Microbiology, University of Montreal. The vaccine will be 
made available to the Provincial Departments for distribution to hospital staffs 
and other selected groups. 

From the 1918-19 outbreak in Canada certain lessons may be learned. Since 
the disease occurred in from 20 to 30% of the population within a period 
of a few weeks, community services were often paralyzed and it required extra- 
ordinary efforts to mobilize the resources of medical, nursing, hospital, social 
and relief services. Preparedness is one lesson. The leadership in such an effort 
may well center in the Department of Health and the social agencies. In this 
connection, it must be remembered that protection extended by the vaccine 
cannot be expected until 10 to 14 days after its administration. A second lesson 
is the value of public education. Advice to individuals can be effectively given 
by the Department of Health regarding avoidance of complications through 
bed rest during the period of the fever. In the 1918-19 outbreak, the use of 
convalescent human serum in treatment was of definite value in hospital 
cases. Undoubtedly, many lives were saved by this procedure. With the 
splendid services of the Red Cross available for the collection of blood and 
its distribution, arrangements could be made to use the convalescent serum if 
the disease appears in severe form. 

Today, through the discovery of antibiotics and sulphonamides, physicians 
are better equipped to deal with the complications of influenza. Hospital 
facilities and community organizations have been greatly extended. Canada, 
too, has new resources in its Civil Defence organization. There is, therefore, 
every reason to believe that the Departments of Health, the medical and 
nursing professions and the hospitals are in a much better position to meet an 
epidemic of this disease than in 1918. 


























































































Sept. 1957 EDITORIAL SECTION 
HAVEN EMERSON, A.B., M.D., D.Sc. 


— EMERSON, one of the great leaders of public health on this 
continent, died on May 21 at his home in Southold, Long Island. He was 
82 years of age. He will be remembered by the older group of public health 
members in Canada who had the privilege of hearing him and his name will 
continue to be known to all students of public health through his published 
addresses and his books Administrative Medicine (1942) and Local Health 
Units for the Nation (1946). His book Alcohol and Man published in 1934 
early drew attention to alcoholism as a public health problem. From 1922 to 
1940 when he reached the University’s retiring age, he was Director of the 
Delamar Institute of Public Health in Columbia University in which the 
School of Public Health functioned. Keenly interested in the health of the 
city of New York, he served as Commissioner of Health from 1915-1917 and 
was a member of the Board of Health for many years. Between 1921 and 1931 
he carried on relief work in Germany and Greece. 

His approach to public health was that of a practising physician and he was 
impatient with those in public health who attempted to have public health 
assume responsibilities which were those of the medical profession. He was a 
puritan in his outlook on life, unhesitating in his challenge of social ills, yet 
always kindly to those who differed with him. 

On the occasion of his seventy-fifth birthday in 1949, he received a unique 
expression of appreciation of his life work in the publication by his friends of 
a volume containing thirty-five of his addresses, commencing with a laboratory 
paper presented in 1903. His greatest practical contributions were made 
through committees of the American Public Health Association including the 
preparation and editing of seven editions of the Manual on the Control of 
Communicable Diseases. He gave leadership to the movement for full-time 
local health units and was concerned with the training of health services 
personnel. He was President of the American Public Health Association in 
1933-34. He was awarded the Sedgwick Memorial Medal by the Association 
for distinguished service in public health in 1935 and received a Special Lasker 
Award in 1949 for extraordinary achievement in developing a program for a 
complete local health service in every area of the United States of America. 

Dr. Emerson was deeply interested in the public health movement in 
Canada and generously participated in meetings of the Canadian Public 
Health Association on several occasions. As a senior member of the W. K. 
Kellogg Foundation, he warmly endorsed the request of the Association for 
financial support in undertaking a two-year study of public health practices 
in Canada and gave most helpful advice during the survey. 

He was, truly, an international pioneer in public health administration. 
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Ts 1956 there was a paid-up membership of 1,255 in the Association. This is 

only part of the number who consider themselves members of the Associa- 
tion. Your Committee has planned, with the co-operation of the Provincial 
Branches and Associations, to present to every public health worker in 
Canada who is not already a member of a Provincial Association the privileges 
and responsibilities of membership in both his Provincial and National 
Associations. 

The Committee is most appreciative of the attention which the Provincial 
Associations have given to the subject of membership during the past year. 
However, the fact is evident that many of those professionally engaged in 
public health work are not members. The concerted effort which is to be made 
this year will, it is believed, greatly increase our membership. Through the 
co-operation of the Departments of Health of the provinces, the Canadian 
Public Health Association is enabled to include the Journal in the joint mem- 
bership fee and to extend the work of the Association. Dr. William Mosley, 
the Honorary Treasurer of the Association, has emphasized the importance of 
increased membership from the standpoint of financial support of the Associa- 
tion. Your central Committee is co-operating with the Provincial Associations 
in supplying publications concerning the work of the Association and other 
printed matter essential in the presentation of membership. By a united effort 
our membership can be greatly strengthened. 


REPORT OF THE COMMITTEE ON PROFESSIONAL EDUCATION 


Dr. R. D. Defries, Chairman 
Dr. G. W. O. Moss, Secretary 


Dr. G. F. Amyot, Victoria Dr. J. A. Melanson, Fredericton 
Dr. A. E. Berry, Toronto Dr. Leonard Miller, St. John’s 
Dr. J. G. Cunningham, Toronto Dr. Glenn T. Mitton, Toronto 
Dr. O. H. Curtis, Charlottetown Dr. Edna L. Moore, Toronto 
Dr. R. M. R. Elliott, Winnipeg Dr. William Mosley, Toronto 
Dr. Jules Gilbert, Montreal Dr. G. W. O. Moss, Toronto 
Dr. Jean Grégoire, Quebec Dr. L. A. Pequegnat, Toronto 
Mr. J. M. Homer, Hamilton Dr. J. T. Phair, Toronto 

Dr. D. L. MacLean, Toronto Dr. D. S. Puffer, Toronto 
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Dr. J. S. Robertson, Halifax Dr. A. Somerville, Edmonton 
Dr. F. B. Roth, Regina Dr. R. G. Struthers, Toronto 
Dr. A. H. Sellers, Toronto Dr. V. C. R. Walker, Toronto 


THE ESTABLISHING OF QUALIFICATIONS for those professionally en- 
gaged in public health was undertaken by the Association some years ago. 
Qualifications have been approved for medical officers of health, nurses, 
sanitary engineers, public health laboratory personnel, public health veteri- 
narians, public health statistical personnel, nutritionists and sanitary inspectors. 
At the last annual meeting, the Committee of the Dental Public Health Section 
received approval of a statement of the functions and the qualifications of the 
Dental Public Health Officer. 

The Association has had the great benefit of the considered opinions of the 
Committee on Professional Education of the American Public Health Associa- 
tion. During the past twenty years that Committee has been one of the most 
important of the American Public Health Association and has had distinguished 
leadership in its chairmen, including the late Dr. William S. Leathers, Dr. 
William H. Shepard, Dr. Leroy E. Burney, now Surgeon General of the 
United States Public Health Service, and Dr. Philip E. Blackerby, Jr. Because 
of the very thorough and acceptable work of this Committee our Canadian 
Committee has had little to do other than to consider the reports from the 
Canadian standpoint and to make any appropriate changes. In some fields, 
however, the reports are not applicable to our Canadian needs. 

The experience of the Committee of the American Public Health Association 
led to the establishment of the Professional Examination Service by that 
Association. Next to the publication of the Journal and the work of the annual 
meetings, the Professional Examination Service constitutes the largest service 
of the Association. This service provides assistance not only in the public 
health field but to medical and veterinary colleges, the United States Public 
Health Service and other bodies concerned with licensing or certifying 
examinations. Members of your Committee have given careful consideration 
to a trial of the objective type of examination in connection with the examina- 
tions for the Certificate in Sanitary Inspection (Canada). This type of examina- 
tion would replace the essay type and would be supplemented by oral and 
field tests. Unfortunately, it was found that the examination questions as used 
in the United States were not generally applicable to Canadian practice. The 
Committee would appreciate the guidance of the Executive Council as to 
whether it should attempt to prepare a file of questions in sanitary inspection 
which would thoroughly cover the field and related fields and so make possible 
the use of an objective type of examination for sanitary inspectors in Canada. 
This would be a large undertaking and would incur financial expenditures as 
well as much voluntary service. 

The Committee, as a standing committee of the Association, is ready to 
consider any requests made to it and would suggest that during the coming 
year the reports on the qualifications of medical officers of health, public 
health laboratory personnel and public health veterinarians to be reviewed and 
presented to the next meeting of Council. 
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REPORT OF THE COMMITTEE ON THE CERTIFICATION OF 
SANITARY INSPECTORS 


A. E. Berry, M.A.Sc., C.E., Ph.D., Toronto, Chairman 





R. Bowering, M.A.Sc., Victoria A. McDermott, M.B., B.Ch., St. John’s 

O. H. Curtis, M.D., D.P.H., Charlottetown J. A. Melanson, M.D., D.P.H., Fredericton 
R. D. Defries, M.D., D.P.H., Toronto G. W. O. Moss, M.D., D.P.H., Toronto 

J. Gilbert, M.D., D.P.H., Montreal A. S. O’Hara, F.R.S.H., Toronto 

H. L. Hogge, B.Sc., Edmonton L. A. Pequegnat, M.D., D.P.H., Toronto 

T. H. Jackson, C.S.I.(C), Toronto J. G. Schaeffer, M.A.Sc., Regina 

T. J. Lafreniére, P.Eng., Montreal G. G. Simms, M.D., D.P.H., Halifax 

F. L. Lunn, C.S.1.(C), Georgetown, Ont. J. A. Stringer, C.S.I.(C), Vancouver 

H. Malcolmsoni, M.D., D.P.H., Winnipeg W. Mosley, M.D., D.P.H., Toronto, Secretary 


CENTRAL BOARD OF REGISTRATION AND EXAMINATION 
Dr. A. E. Berry, Chairman 


Dr. R. D. Defries Dr. G. W. O. Moss 

Dr. J. Gilbert Maj. A. S. O’Hara 

Mr. T. H. Jackson Dr. L. A. Pequegnat 

Mr. F. L. Lunn Dr. W. Mosley, Secretary 


THE CENTRAL BOARD OF REGISTRATION AND EXAMINATION of 
the Committee on the Certification of Sanitary Inspectors has held four 
meetings since the last annual meeting of the Association. At these meetings 
several topics were discussed from which proposals will be placed before the 
Executive Council for consideration. 

The recently established sub-committee to rule on the eligibility of candi- 
dates has expedited the work and minimized the delay in advising applicants 
as to their eligibility for enrolment in the correspondence course or for the 
examinations. Further consideration of training facilities, procedure and curri- 
culum is to be brought forward for presentation to the Executive Council. 

Sixty-three candidates have been granted the Certificate in Sanitary Inspec- 
tion (Canada) during the past year. 

The Central Board has appreciated the fact that the degree of supervision 
available to candidates in the correspondence course has in some instances 
left something to be desired. Members of the Board feel that the candidates 
might be given greater assistance and supervision in their field work experience 
by the local public health departments in which they are receiving their 
training. 


REPORT OF THE COMMITTEE ON RECRUITMENT 
OF PUBLIC HEALTH PERSONNEL 
William Mosley, M.D., D.P.H., Chairman 


FOLLOWING the request of the Deputy Ministers of Health of the provinces 
a committee on Recruitment of Public Health Personnel was appointed by the 
Executive Committee. This Committee prepared a folder presenting the work 
of the medical officer of health and of specialized medical officers in various 
fields of public health and distributed copies to medical students at the time 
that they received lectures in preventive medicine. The co-operation of the 
professors of hygiene and preventive medicine in the various faculties of 
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medicine has been excellent and the distribution of the pamphlet has been 
supplemented by their presentation of the subject. 

The Committee is aware of the very thorough program of supplying infor- 
mation relative to public health careers which is being undertaken by the 
National Health Council in the United States. The American Public Health 
Association has given intensive study to ways and means of presenting the 
opportunities in public health in all fields to university and high school 
students. The approach of the National Health Council to this difficult problem 
is through the high schools and it is their belief that essential information 
must be presented to students before they enter universities. Nursing associa- 
tions, too, have had great experience in interesting students as prospective 
nurses and effective presentations are being made. In the field of engineering 
little has been done to acquaint prospective engineers with the needs and 
opportunities in sanitary engineering. 

Possibly the presentation of the public health field to counselors in high 
schools by the Canadian Public Health Association would be of value, in that 
students planning careers in medicine, engineering, dentistry and nursing 
might begin to think of careers in public health in these professions. The 
Committee would appreciate guidance by the Council as the need for trained 
professional personnel demands energetic recruitment efforts on the part of 
official and voluntary health agencies. 

In regard to physicians, the situation in Canada would be acute if it were 
not for the fact that a sufficient number of doctors with public health training 
have come from the British Isles and from other countries in Europe. Un- 
fortunately, many of these physicians remain only a short time in public health 
work and engage in private practice. However, it is encouraging that during 
the past two years more undergraduates from Canadian medical colleges have 
enrolled in graduate courses in public health. The approval by the Royal 
College of Physicians and Surgeons of Canada of the request that candidates 
for certification in medicine may receive credit for one year of training in 
public health or industrial hygiene is helpful in increasing the number of 
physicians with special training in these fields. 


REPORT OF THE VITAL AND HEALTH STATISTICS SECTION 
H. G. Page, M.A., M.P.H., Secretary 


IN ACCORDANCE WITH THE DECISION of the Section Council at its 
January 24, 1956 meeting, the 1956 annual meeting was held at the Admiral 
Beatty Hotel, Saint John, N.B., May 29-31 as part of the forty-fourth annual 
meeting of the Canadian Public Health Association. 

The Section held two sessions during the annual meeting, one an inde- 
pendent session with papers on Statistical Research in Cancer, and Accidents 
Among Children; the other a combined session with the Public Health 
Administration Section at which a symposium on Problems of the Aged was 
held. The Section contributed a symposium on Perinatal Mortality at a 
General Session. The Section also arranged for the contribution to the first 
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General Session of a paper on The 1956 Census (which was being taken two 
days later) and a paper on behalf of the Medical Care Section on Some 
Patterns of Medical Care from the Canadian Sickness Survey. 

The following resolution was adopted by the Section and the Association 
at the concluding General Session: 


WHEREAS there have been remarkable reductions during the past twenty years in illness 
and mortality from many previously fatal conditions, lily in the field of infection; 
AND WHEREAS both the number and rate of fatal accidents and presumably also non- 
fatal accidents, particularly among our younger population, is actually increasing; 

BE IT RESOLVED that the Canadian Public Health Association urge national, provincial 
and local public health authorities to initiate or encourage more intensive epidemiological 
studies of this problem, particularly those relating to home accidents and accidents among 
children, and to intensify any current educational or publicity campaigns aimed at 


prevention; and 
BE IT FURTHER RESOLVED that the Dominion Council of Health take this matter 
under consideration at its next meeting. 
This resolution was referred, by the Association Executive, to the Chairman 
of the Dominion Council of Health, for consideration at its 1956 Fall meeting. 
The following slate of officers was elected for the 1956-57 term: 
Chairman: Dr. J. J. Wyllie, Queen’s University, Kingston, Ontario. 
Ist Vice-Chairman: Dr. Murray Acker, Department of Public Health, Regina, 
Saskatchewan. 
2nd Vice-Chairman: Mr. T. E. Ashton, Department of Health, Toronto, Ontario. 


Secretary: Mr. H. G. Page, Dominion Bureau of Statistics, Ottawa, Ontario. 
Council member: Dr. René Maillé, Department of Health, Montreal, Quebec. 


REPORT OF THE COMMITTEE ON RESOLUTIONS 
S. Stewart Murray, M.D., D.P.H., Chairman 


1. WHEREAS the program and arrangements for those in attendance at the 
45th annual meeting of the Canadian Public Health Association, held in 
conjunction with the 8th annual meeting of the Ontario Public Health 
Association, have been highly informative, most convenient and friendly; 
THEREFORE, BE IT RESOLVED that the Canadian Public Health 
Association extend its sincere thanks and appreciation to those responsible 
for this meeting. 


2. WHEREAS the School of Hygiene of the University of Toronto has been 
most gracious in extending facilities and services to this Association; 
THEREFORE, BE IT RESOLVED that the Secretary be instructed to 
express the appreciation of the Association in writing for the continued 
co-operation given by the Director of the School and his associates towards 
the furtherance of this Association’s program. 


3. WHEREAS the success of these meetings depends to a considerable extent 
on the Scientific and Technical exhibits; 
THEREFORE, BE IT RESOLVED that the Secretary be instructed to 
write to the exhibitors expressing our appreciation for their continuing 


support. 
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4. WHEREAS Canada has achieved outstanding success in the program for 
vaccination against poliomyelitis; 

AND WHEREAS this success has been dependent to a considerable extent 
on the support provided by the Federal and Provincial governments; 
AND WHEREAS local Health Departments and professional societies have 
been largely responsible for the local administration of the program; 
AND WHEREAS the part played to date by the Connaught Medical 
Research Laboratories of the University of Toronto has been of great 
national and international importance in the production of the vaccine; 
THEREFORE, BE IT RESOLVED that this Association go on record in 
strongly commending these various agencies for their remarkable efforts in 
ensuring the success of this outstanding program in preventive medicine; 
AND FURTHER BE IT RESOLVED that the Association recommend a 
continuation of this effort towards public participation in the extension of 
the program in order to ensure maximum benefits for the people of Canada. 

















5. WHEREAS the Laboratory Section is a most important and integral part 
of the Canadian Public Health Association; 
AND WHEREAS it has been customary for this section to hold separate 
annual meetings making it difficult for other members of this Association to 
participate; 
THEREFORE, BE IT RESOLVED that the Association instruct the 
Executive to invite the Laboratory Section to meet with the Canadian Public 
Health Association in order that both groups may benefit from closer 
association. 











. WHEREAS most communities in Canada have not as yet adopted pro- 
grams for the fluoridation of their water supplies; 
AND WHEREAS this Association remains convinced of the value and 
safety of this procedure; 

THEREFORE, BE IT RESOLVED that this Association reiterate its 
previous statements in favour of this procedure. 







7. WHEREAS available vital and health statistics are often not used to their 

fullest possible potential in the administration of public health programs; 
AND WHEREAS this omission is frequently due to deficient liaison 
between the health statistician and the public health administrator; 
BE IT RESOLVED that persons responsible for the preparation and 
presentation of vital and health statistics should devote continuing attention 
to the objective of presenting these statistics in the most usable form 
possible in terms of the programs to which they have potential application; 
BE IT FURTHER RESOLVED that public health administrators and 
health statisticians should work towards closer collaboration in defining 
and meeting current statistical requirements. 











8. WHEREAS accidents constitute the leading cause of death at all ages from 
the second year of life to age 40 and account also for a considerable load 
of non-fatal morbidity and disability; 
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AND WHEREAS accidents occurring in the home have a particularly 
heavy effect at pre-school ages, where other causes of death have shown 
considerable declines; 

BE IT RESOLVED that in the publication of official national and pro- 
vincial statistics special emphasis should be given to the analysis of acci- 
dental causes of death and disability with particular regard to the produc- 
tion of statistical information which can be used in preventive and 
educational programs. 


9. WHEREAS there is a growing interest in, and need to focus attention on 
the causes and prevention of late foetal deaths and deaths among infants 
in the early neonatal period; 

AND WHEREAS late foetal deaths and early neonatal deaths comprise 
the great bulk of all deaths among viable infants; 

AND WHEREAS at present there is no agreement on how this sphere of 
mortality should be defined, despite the need for a uniform measure of it; 
BE IT RESOLVED that an official standard definition of perinatal mor- 
tality be set down for use in the publication of such data by all health and 
statistical agencies in Canada. 


REPORT OF THE COMMITTEE ON NOMINATIONS 
A. Groulx, M.D., M.P.H., Chairman 


THE NOMINATING COMMITTEE recommends the nomination of the 
following as members of the Executive Council for the year 1957-58. 
Honorary President 
The Honorable Eric Martin, Minister of Health and Welfare for the Province of 
British Columbia 
President 
Dr. Stewart Murray, Senior Medical Health Officer, Metropolitan Health Committee, 
Vancouver 
President-Elect 
Dr. Jules Gilbert, Director of Health Education, Ministry of Health, Province of Quebec, 
and Secretary, School of Hygiene, University of Montreal, Montreal 
Vice-Presidents 
Dr. A. E. Berry, General Manager, Ontario Water Resources Commission, Toronto 
Miss Monica Frith, Director of Public Health Nursing, Province of British Columbia, 
Victoria 
Dr. J. S. Robertson, Deputy Minister of Health, Province of Nova Scotia, Halifax 
Honorary Secretary 
Dr. G. W. O. Moss, Public Health Associate, Connaught Medical Research Laboratories, 
University of Toronto 
Honorary Treasurer 
Dr. William Mosley, Director, East York-Leaside Health Unit, Toronto 
Editor, Canadian Journal of Public Health 
Dr. R. D. Defries, Director-Emeritus and Consultant, Connaught Medical Research 
Laboratories, University of Toronto 
Executive Committee 
Dr. G. F. Amyot, Victoria; Dr. J. H. Baillie, Toronto; Dr. A. R. J. Boyd, Toronto; 
Dr. W. G. Brown, Toronto; Dr. G. D. W. Cameron, Ottawa; Miss Helen Carpenter, 
Toronto; Dr K. C. Charron, Ottawa; Dr. O. H. Curtis, Charlottetown; Dr. G. Elliot, 
Vancouver; Dr. M. R. Elliott, Winnipeg; Dr. A. R. Foley, Quebec; Dr. J. Grégoire, 
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Quebec; Dr. A. Groulx, Montreal; Dr. J. S. Kitching, Hamilton; Dr. G. M. Little, 
Edmonton; Miss Christine Livingston, Ottawa; Dr. C. W. MacMillan, Montreal; Dr. 
G. E. Maddison, Saint John; Miss Ruth McClure, Edmonton; Dr. L. Miller, St. John’s; 
Dr. J. T. Phair, Toronto; Dr. F. B. Roth, Regina; Dr. G. G. Simms, Halifax; Dr. A. B. 
Valois, Montreal; Dr. G. R. Walton, Regina; Miss Mary Wilson, Winnipeg. 


Executive Council 


The officers of the Association, members of the Executive Committee, Past Presidents, 
the provincial representatives (two to be named by each provincial Branch, Division 
or Association) and the chairman of each Section of the Association. 


HONOURABLE JAY WALDO MONTEITH APPOINTED MINISTER 
OF NATIONAL HEALTH AND WELFARE 


The Prime Minister announced on August 22 the 
appointment of the Honourable Jay Waldo Monteith 
as Minister of National Health and Welfare. The 
portfolio of National Health and Welfare is one of 
the most important in the Cabinet. The Honourable 
Mr. Monteith succeeds the Honourable Paul Martin, 
who was the first minister to serve in the Depart- 
ment of National Health and Welfare when it was 
established in 1945. The Department of National 
Health was created in 1919 and the addition of 
Welfare marked a most important development in 
the promotion of health in Canada. The minister is 
assisted by two deputy ministers. 

Mr. Monteith is a native of Stratford and is 54 
years of age. He is the son of Dr. and Mrs. J. P. Monteith. He is a graduate of 
Trinity College, University of Toronto, and a chartered accountant. Mr. 
Monteith is the senior partner of the firm of Monteith, Monteith & Co., 
Chartered Accountants, with offices in Stratford and Oshawa. 

During the Second World War, Mr. Monteith served in the Reserve Army 
from 1942-45. It was during this wartime period that he became active in 
municipal government. From 1939-41, Mr. Monteith served as Alderman in 
Stratford and was later elected Mayor of the City both in 1944 and 1945. 
Following this he became a member of the Stratford Public Utility Commission 
in 1946 and served as Chairman of this body from 1947-50. In 1953, Mr. 
Monteith was elected to the House of Commons as Member for the federal 
riding of Perth. Mr. Monteith has taken an active part in community affairs 
as President and member of the Children’s Aid Society, and President of the 
Stratford Community Chest. 

The Health and Welfare Minister comes from a family which has long been 
prominent in federal and a politics. His father, the Honourable Dr. 
J. D. Monteith, represented North Perth in the Ontario House from 1923-24, 
serving as Provincial Treasurer and later as Minister of Labour and Public 
Works. An uncle, the Honourable Nelson Monteith, was at one time Minister of 
Agriculture in Sir James Whitney’s Cabinet. Mr. Monteith’s grandfather, 
Andrew Monteith, represented North Perth in the first Ontario legislature in 
1867 and was later elected to the House of Commons, serving from 1873-78. 





ASSOCIATION NEWS 


Laboratory Section 

The twenty-fifth annual Christmas 
meeting of the Laboratory Section will 
be held on Monday and Tuesday, 
December 9 and 10, 1957 at the King 
Edward Hotel in Toronto. A special 
program is being planned to com- 
memorate this silver anniversary. The 
Secretary of the Section, Dr. F. O. 
Wishart, will be pleased to receive 
titles of papers for presentation at this 
meeting before October 1. Dr. Wishart 
may be addressed at the Department 
of Microbiology, School of Hygiene, 
University of Toronto. 


Public Health Nursing Section 


The business meeting of the Public 
Health Nursing Section was held at 
the King Edward Hotel, Toronto, on 
Tuesday, May 28, 1957, in conjunction 
with the forty-fifth annual meeting of 
the Canadian Public Health Associa- 
tion. Miss Mary E. Wilson, Educa- 
tional Supervisor, Provincial Depart- 
ment of Health and Public Welfare, 
Winnipeg, Manitoba, presided and 
welcomed all nurses present. 

In her Chairman’s remarks Miss 
Wilson urged an increased member- 
ship in the Public Health Nursing 
Section, a sharpening of communica- 
tions between agencies and official 
public health nursing departments, 
interpretation of our services to board 
members, and more effective referrals 
between hospitals and public health 
nursing services. With these aims ac- 
complished we would be better pre- 


pared to meet the needs of the people 
we serve and to “help all people to 
help themselves” in attaining the 
highest possible standard of healthful 
living. 

Miss Irene Lawson, Field Secretary, 
brought greetings from the Registered 
Nurses’ Association of Ontario. 

Miss Phyllis Lyttle, Secretary, read 
the Secretary's report which was 
adopted as read. In the business 
arising out of the minutes, the revised 
guide “Information for the guidance 
of Officers of the Public Health 
Nursing Section, Canadian Public 
Health Association” was distributed 
to the nurses present. This revised 
guide was accepted by the Executive 
Council of the Association following 
the 1956 annual meeting and was ap- 
proved by the section members at this 
meeting. 

Miss Wilson announced that Miss 
Florence Emory, Associate Professor, 
School of Nursing, University of 
Toronto, retired, was to receive an 
Honorary Life Membership from the 
Canadian Public Health Association 
at the annual dinner in honour of her 
long years of outstanding service and 
her great contribution to public health 
nursing. 

The following officers were elected 
for the year 1957-58: Chairman, Miss 
Mary E. Wilson; Vice-Chairman, Miss 
Alice Beattie; Secretary, Miss Marjorie 
A. Rutherford; Chairman of Nomi- 
nating Committee, Miss Christine 
McArthur; Chairman of Resolutions 
Committee, Miss Mary Henderson. 


INDUSTRIAL HYGIENE SECTION 
Association members interested in affiliating with the Industrial Hygiene 
Section are requested to advise the Chairman of this Section, Dr. R. B. Suther- 
land, Division of Industrial Hygiene, Ontario Department of Health, Parlia- 


ment Buildings, Toronto. 
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NEWS NOTES 


Federal 


G. Ernest Halpenny, M.P.P., London, 
Ontario, has been appointed Parliament 
Assistant to the Minister of National Health 
and Welfare. 

The Public Health Engineering Division, 
Department of National Health and Welfare, 
has been made responsible for administering 
the Ships’ Crews Food and Catering Regu- 
lations enacted in February, 1957, under 
the Canada Shipping Act. These regulations 
comply with the requirements of Convention 
68, International Labor Organization, of 
which Canada is a signatory. 

The staff of the mobile laboratory oper- 
ated by the Laboratory of Hygiene, Depart- 
ment of National Health and Welfare, has 
been carrying out field studies in Manitoba, 
Prince Edward Island and Quebec during 
the summer. The program includes water, 
milk and restaurant bacteriology and sur- 
veys of shellfish areas to determine the 
degree of water pollution, if any, in oyster- 


producing districts. 

The Occupational Health Division, the 
Occupational Health Laboratory and the 
Public Health Engineering Division, _— 


ment of National Health and Welfare, have 
moved from their former quarters to the 
building at 45 Spencer Street, Ottawa, 
formerly occupied by the Laboratory of 
Hygiene. 

L. Earle Johnson, B.Sc., has retired after 
40 years’ service with the Food and Drug 
Directorate, Department of National Health 
and Welfare. 

Miss Alice K. Smith, chief nursing con- 
sultant, Indian and Northern Health Services, 
Department of National Health and Welfare, 
has returned from a year’s educational leave 
during which she obtained her M.P.H. 
degree at Yale University. 

Mrs. Margaret E. Whitridge, M.A., 
formerly technical information aan in the 
Epidemiology Division, has transferred to 
the position of technical consultant, Medical 
Rehabilitation and Disability Advisory 
Services, Department of National Health and 
Welfare. 

Paul A. Faguy, assistant director (ad- 
ministration and inspection services), Food 
and Drug Directorate, Department of 
National Health and Welfare, has resigned 


to become director of civilian personnel for 
the R.C.A.F. 

A. C. McKenzie, B.A., M.P.H., for th 
past six years with the Health Education 
Division of the British Columbia Department 
of Health and Welfare, Victoria, has joined 
the staff of the Epidemiology Division, 
Department of National Health and Welfare, 
as health studies officer. 

Paul Bardal, a graduate in civil engineer- 
ing from the University of Manitoba, recently 
joined the Vancouver staff of the Public 
Health Engineering Division, Department of 
National Health and Welfare. 

Hospital construction grants recently ap- 
proved under the National Health Program 
include: Northwest Territories—H. H. 
Williams Memorial Hospital, Hay River, 
$10,263; Nova Scotia—St. Joseph’s Hospital, 
Glace Bay, laboratory extension, $300. 


School of Hygiene, University of Toronto 


Dr. C. R. Robinson, formerly Lecturer in 
Bacteriology at the London Hospital Medi- 
cal College, University of London, England, 
has been appointed FitzGerald Memorial 
Fellow in the School of Hygiene, University 
of Toronto. Dr. Robinson graduated from 
the University of Cambridge with the degree 
of M.B., B.Chir. Dr. Robinson has had 
experience in bacteriology and virology in 
Malaya and in his new appointment he will 
work as a member of a research team study- 
ing virus infections under the direction of 
Dr. A. J. Rhodes. 


Nova Scotia 


Miss Joan Palmer, R.N., B.N., Western 
Division, has been appointed Supervisor of 
Nurses for the Northumberland Division. 
Miss Palmer recently received her Bachelor 
of Nursing degree oom McGill University. 

Miss Jessie McCann, Supervisor of Nurses 
for the Northumberland Division, has been 
transferred to the Cobequid Division with 
headquarters at Truro. 

Eight nurses a the staff of the De- 
partment of Health after completing a course 
in public health nursing. Their names and 
headquarters are: Miss Martha Smith, R.N., 
Margaree Forks, Inverness County; Miss 
Bernice Myers, R.N., Sheet Harbour, Halifax 
County; Miss Anna M. MacDougall, R.N., 
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Canso, Guysborough County; Mrs. Elizabeth 
Wolfe, R.N., Berwick, Kings County; Mrs. 
Darlene Letcher, R.N., Tatamagouche, Col- 
chester County; Miss Amy Elliott, R.N., 
Barrington Passage, Shelbourne County; 
Miss Ruth Anderson, R.N., Sydney; Miss 
Florence Thibault, R.N., Digby. 

Mrs. Vera Wasson, Public Health Nurse 
at Armdale, Atlantic Division, has been 
transferred to Shubenacadie of the Fundy 
Division. 

Miss Theresa Cleyle, Public Health Nurse 
with the Atlantic Division at Dartmouth 
has been transferred to Yarmouth J the 
Western Division. 





Ontario 

This year the Ontario Department of 
Health display at the Canadian National 
Exhibition featured the Division of Labora- 
tories. Free water tests and tests for blood 
sugar using the finger-drop method, were 
among the services provided to the many 
people who visited the display. The Nursing 
Branch was also represented. Two nurses 
were in attendance and distributed pam- 
phlets on the course for nursing assistants. 

At the Ottawa Central Canada Exhibition 
the display of the Ontario Department of 
Health was in the form of a Health Question 
Box. This display was well received and 
aroused much public interest. 

The Minister of Health has announced 
the establishment of the Division of Health 
Information which replaces the Publicity 
Division of the Ontario Department of 
Health. Kenneth L. Hawkins has been ap- 
pointed as Director and under his direction 
steps will be taken to broaden the scope of 
general public health knowledge in the 
province. Mr. Hawkins was formerly Re- 
habilitation Officer with the Department's 
Tuberculosis Prevention Division. 

On July 25, Chairman A. M. Snider of 
the Ontario Water Resources Commission 
turned the first sod of an addition to the 
sewage treatment plant for the City of Strat- 
ford. This is the first Ontario Water Re- 
sources Commission project to reach the 
actual construction stage. The present popu- 
lation of Stratford is 20,000 and allowances 
have been made in the design of the new 
plant to provide disposal for a = 
of 30,000. Dr. A. E. Berry, General Manager 
of the Commission, advised that the research 
facilities of the Commission are being used 
to develop ways to reduce the algae growth 
in the Avon River. 


Alberta 


Dr. Peter Carmichael has been granted 
leave of absence from the Vegreville Health 


CANADIAN JOURNAL OF PUBLIC HEALTH 








Vol. 48 






Unit to take a course in Industrial Health 
at the University of Cincinnati. 

Miss Blodwen Cogland, who was to suc- 
ceed Miss Doreen Appelt as Senior Nurse 
of the Athabasca Health Unit, has been 
prevented by extensive injuries sustained in 
an automobile accident from taking up her 
new appointment. Her active participation in 
the forthcoming convention of the Alberta 
Division will be greatly missed. 

Miss Vera Andrews and Mrs. Elaine 
Young have been appointed as staff nurses 
with the recently formed Edson Health Unit, 
the former to be located at Drayton Valley 
and the latter at Hinton. 








OBITUARY 
R. A. H. Mackeen, M.D.C.M. 


One of New Brunswick’s most prominent 
physicians, Dr. R. A. H. Mackeen of Rothe- 
say, director of the Provincial Laboratory in 
Saint John and provincial pathologist, died 
August 1 in Camp Hill Military Hospital in 
Halifax. He was 56 years of age and had 
been in failing health for several months. 

Dr. Mackeen had held his two positions 
since 1934 and had guided the laboratories 
through a period of extensive growth. He 
was a pioneer in cancer research in the 
province and at the time of his death was 
a member of the provincial government's 
advisory committee on cancer. 

Dr. Mackeen attended McGill University 
where he was awarded an M.D.C.M. in 
1924. He joined the faculty of Dalhousie 
University in 1929 as assistant professor of 
pathology and bacteriology, a position which 
he held until 1934. During that period he 
was also clinical pathologist at the Victoria 
General Hospital in Halifax. Dr. Mackeen 
became director of the Provincial Labora- 
tory in _ 1934 and also had several 
regional laboratories under his direction. In 
1950, he was appointed an associate pro- 
fessor of pathology at the Dalhousie Univer- 
sity Medical School. He won international 
acclaim in 1945 when he testified before 
the International War Crimes Tribunal at 
Nuremburg, Germany. Serving as a Lieu- 
tenant-Colonel in the Canadian Army, and 
acting as the officer in charge of the Ist 
Canadian Laboratories, Dr. Mackeen ap- 
peared before the tribunal as a patholo 
witness in the trials of many war cthaale 

Dr. Mackeen was a member of the New 
Brunswick Division of the Canadian Cancer 
Society for many years and also served as 
secretary of the New Brunswick Medical 
Society. 








PEDIATRICS, Donald Paterson, 
M.D., and John Ferguson McCreary, 
M.D. Published by the J. B. Lippin- 
cott Company, Montreal. 1956. 654 
pp. $14.00. 


This book will prove a particularly 
valuable addition to the library of 
health departments and to the per- 
sonal libraries of medical officers. It 
will be an authoritative reference 
volume for all public health workers 
dealing with the health and well-being 
of the infant and child. Edited by 
two well-known authors, Drs. Pater- 
son and McCreary, this volume con- 
tains the considered opinions of 
thirty-six Canadian paediatricians, 
many of whom hold teaching appoint- 
ments in Canadian universities. 

The book deals with both the nor- 
mal and abnormal. There are chapters 
on normal growth and development 
and the characteristics and care of 
the newborn baby. Most of the disease 
conditions are listed by systems but 
there are separate chapters on diseases 
of the newborn, nutritional distur- 
bances, allergies, etc. Of specific in- 
terest to public health workers are the 
chapters dealing with immunization, 
the public health service, and in- 
fectious diseases. The book is well 
written and well illustrated and the 
authors have been thoughtful of their 
readers in explaining physiological 
and biochemical terms. For example, 
they explain the term milli-equivalents 
which is now universally used when 
speaking of the acid-based balance of 
the body. It is not left to the reader 
to have to search other texts for 
explanations of newer terms. 





Books and Reports 
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HEALTH AND HYGIENE, A. Leslie 
Banks, M.A., M.D., F.R.C.P., D.P.H., 
and J. A. Hislop, M.A., M.D., B.S, 
M.&.C.P. Ed. Published by the Uni- 
versity Tutorial Press Ltd., London, 
England. 1957. 322 pp. 15s. 


Dr. Banks is Professor of Human 
Ecology in the University of Cam- 
bridge and Dr. Hislop is Assistant 
Director of Research in this depart- 
ment. The authors have presented the 
subject of the promotion of health and 
the maintenance of healthy living con- 
ditions emphasizing the importance of 
the biological and social environments 
as well as the physical environment. 
It is a book for teachers and students 
in medical, biological, social and allied 
fields in Great Britain. 


HEALTH PRINCIPLES AND PRAC- 
TICE, C. V. Langton, B.S., MS., 
Dr.P.H., Ed.D., and C. L. Anderson, 
B.S., M.S., Dr.P 4. Published by 
C. V. Mosby Co., St. Louis, Mo. 
Second edition, 1957. 491 pp. $4.75. 


This is the second edition of this 
textbook for college students, indicat- 
ing its wide acceptance. The object of 
the authors has been to provide a text 
dealing with health principles and 
practices rather than the traditional 
presentation of physiology. It effec- 
tively presents personal hygiene and, 
in addition, provides the student with 
an understanding and appreciation of 
community health and its promotion. 
It is a very readable volume yet does 
not sacrifice the presentation of scien- 
tific data. Although the background 
is that of the United States the book 
will be of value in Canadian colleges. 
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TUBERCULOSIS NURSING, Jessie 
G. Eyre, M.A., S.R.N., B.T.A. Pub- 
lished by H. K. Lewis & Co. Ltd., 
London, England. Second edition, 
1957. 354 pp. 25s. 

This is a book which nurses en- 
gaged in the care of tuberculosis 
patients will appreciate, for it reflects 
the rich experience of the author in 
this field of nursing. It presents the 
practice, explaining the reasons and 
the scientific background. 


MEAT HYGIENE, Monograph Series, 
World Health Organization. Pub- 
lished in Canada by Ryerson Press, 
Toronto. 1957. 524 pp. $10.00. 

This comprehensive and well illus- 
trated book contains contributions 
from meat hygiene experts in many 
parts of the world. It presents the 
practical health problems of the meat 
industry, epidemiology of meat-borne 
diseases, the training of meat inspec- 
tors, current meat hygiene practices 
in a number of European countries, 
and special meat hygiene problems in 
the tropics. Its aim is to throw light on 
recent advances on problems in the 
many and diverse aspects of this sub- 
ject for the benefit of responsible 
authorities and students in public 
health and veterinary medicine. 


BULLETIN OF THE WORLD 
HEALTH ORGANIZATION— 
WATER SANITATION, World 
Health Organization. Published in 
Canada by Ryerson Press, Toronto. 
1956, Vol. 14, No. 5-6. $4.00. 

The articles have been selected 
from papers prepared for the fourth 
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and fifth European seminars for sani- 
tary engineers. A number of practices 
relating to the problem of surface 
water in Europe are outlined with the 
fundamental principles which should 
guide action to be taken to protect 
water resources. A companion paper 
is presented dealing with ground 
water in Europe. The disposal of 
radioactive wastes placed in proper 
perspective in the light of present 
knowledge, the disposal of industrial 
wastes, including carbide wastes dis- 
charged by acetylene-reduction plants, 
cyanous effluents and those containing 
chromium and heavy metal salts from 
electroplating works are also re- 
viewed. The disposal of paper and 
pulp mill wastes is also included. The 
series of papers concludes with a dis- 
cussion of methods for the estimation 
of the bacterial density of water 
samples which would provide inter- 
nationally comparable results. 


HEALTH YEARBOOK, 1956. Com- 
piled by Oliver E. Byrd, Ed.D., 
M.D., F.A.P.H.A. Published by 
Stanford University Press, Stanford, 
Calif. 1957. 278 pp. $5.00. 


This volume is the fourteenth in the 
series of health yearbooks that was 
commenced in 1943. In the 1956 
edition, the editor has selected 254 
articles which appeared in 78 different 
periodicals or special reports. Those 
selected constitute a representative 
sample of the public health literature 
for the year. 


COMING MEETINGS 


La Société d’'Hygiéne et de Médecine Préventive de la Province de 
Québec—Tenth Anniversary Meeting, Quebec, September 23-26, 1957 


Atlantic Branch, Canadian Public Health Association—Cornwallis Inn, 


Kentville, N.S., November 6-8, 1957 








